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and	 crime	has	 since	been	contested	with	attempts	made	 to	manage	problematic	drug	use	
without	 appreciating	 the	 nature	 and	 underlying	 causes	 of	 substance	 misuse,	 such	 as	
assumptions	 relating	 to	 compulsion,	 ethics,	 motivation	 and	 self-determination.	 The	
effectiveness	and	appropriateness	of	contemporary	drug	policy	has	since	consequently	been	





semi-structured	 interviews	 to	 enable	 the	 views	 of	 participants	 to	 be	 explored.	 The	 use	 of	
Interpretative	Phenomenological	Analysis	and	the	researcher’s	experience	of	working	in	the	
substance	misuse	field	facilitate	a	grounded	understanding	of	drug	users	in	the	criminal	justice	



























interventions	 in	 place	 of	 imprisonment	 which	 would	 address	 individuals’	 needs	 and	
rehabilitate	 them	 to	 conform	 to	 the	 rules	 and	 regulations	 of	 society.	 With	 the	 latest	
government	reform	of	the	UK	drug	policy	(Home	Office,	2010),	the	debate	between	recovery	






misuse	was	 identified	as	one	of	 the	main	causes	of	crime	which	greatly	 impacted	societies	
across	England	and	Wales	and	needed	to	be	controlled.	Despite	the	 lack	of	research	at	the	
time	 justifying	 the	 effectiveness	 of	 such	 harsh	measures	 (Strang	&	Gossop,	 2005);	 the	 UK	





coercion	 is	an	 idiosyncratic	phenomenon	whereby	an	 individual	needs	 to	be	unwilling	and,	
leverage	 needs	 to	 be	 used	 and	 perceived	 by	 the	 individual	 as	 force	 or	 a	 threat.	 To	 date,	
research	assessing	the	effectiveness	of	coercion	has	paid	little	attention	to	these	variables.	It	
generally	assumes	 recipients	of	 coercion	are	unwilling	and	experience	 threats,	and	 referral	
routes	into	treatment	(i.e.	through	court	programmes	as	opposed	to	voluntary	engagement	
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setting;	 the	 measures	 used	 to	 enforce	 coercion	 and	 how	 it	 is	 experienced	 by	 individuals.	
Furthermore,	coercion	is	a	complex	process	which	is	not	limited	to	legal	pressures;	failing	to	
take	 this	 into	 consideration	 within	 research	 may	 be	 an	 explanation	 for	 inconsistencies	 in	
research	 findings	 (Stevens,	McSweeney,	 van	Ooyen,	&	Uchtenhagen,	 2005;	Wild,	 2006).	 In	
their	review	of	literature	on	coercion	published	between	1988	and	2001,	Wild,	Roberts	and	
Cooper	 (2002)	 found	 that	 less	 than	 a	 quarter	 of	 empirical	 research	 used	 an	 independent	
measure	of	coercion	aside	from	referral	routes.	Researchers	have	increasingly	explored	how	






However,	 they	 have	 more	 recently	 been	 criticised	 for	 failing	 to	 address	 the	 role	 of	
psychological	pressures	and	self-determination	and	recipient’s	experiences	(Wild,	2006;	and	
Urbanoski,	2010).	This	would	enhance	our	understanding	of	how	and	why	coercion	can	impact	
on	 drug	 using	 offenders	 and	 its	 effectiveness	 in	 contemporary	 drug	 policy.	 It	 is	 therefore	
















drug	using	 offenders	 to	 access	 and	 successfully	 complete	 treatment	 (NTA,	 2012;	 Perron	&	
Bright,	2007),	the	extent	to	which	legal	coercion,	as	opposed	to	other	social	pressures	and	self-
determination,	has	 contributed	 to	 this	has	been	greatly	 contested	and	 remains	ambiguous	
(Reuter	&	Stevens,	2008;	McSweeney	et	al,	2007).	
Drug	dependence	has	been	described	as	a	“health	disorder	with	social	causes”	(NTA,	2009)	
and	 drug	 related	 policies	 have	 shifted	 back	 and	 forth	 between	 medical	 and	 psychosocial	
approaches	 to	 address	 it.	 To	 gain	 an	 understanding	 of	 the	 evolution	 of	 coercion	 in	 drug	
treatment	and	its	justification	in	contemporary	drug	policy,	it	is	important	to	understand	how	
substance	misuse	came	to	be	defined	as	a	social	problem	and	to	evaluate	the	impact	policy	
has	had	on	 recidivism	and	 the	prevalence	of	 substance	misuse.	 In	 line	with	 the	2010	drug	
strategy	(Home	Office,	2010)	which	encourages	service	users’	views	to	be	sought	in	the	design	
of	treatment	services,	service	users’	experiences	have	been	placed	at	the	core	of	this	research	
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government	to	promote	recovery	and	control	substance	misuse	(Strang	&	Gossop,	2005).	I	still	




being	supported	 to	move	away	 from	substance	misuse	as	 recommended	by	 the	2010	drug	
strategy	 (Home	 Office,	 2010).	 Offenders	 who	 misuse	 substances	 have	 historically	 been	
extremely	hard	 to	 reach	 individuals	who	were	 reluctant	 to	 engage	due	 to	barriers	 such	as	
stigma,	mental	 health	 and	waiting	 times	 associated	with	 access	 to	 treatment	 (NTA,	 2006;	
Peterson,	 Schwartz,	 Mitchell,	 Reisinger,	 Kelly,	 O’Grady,	 Brown	 &	 Agar,	 2010,	 Radcliffe	 &	
Stevens,	2008).	At	the	turn	of	the	century,	I	experienced	first-hand	the	positive	impact	changes	




the	 same:	 it	 depends	 how	 you	 define	 success.	 Success	 is	 hard	 to	 characterise	 and	 can	 be	
measured	 in	 different	 ways;	 through	 harm	 minimisation	 alone,	 individuals’	 lives	 can	 be	
improved	by	providing	safer	injecting	techniques	and	encouraging	someone	to	smoke	rather	
than	inject.	Through	substitute	medication,	individuals	can	be	assisted	in	reducing	their	use	
and	 becoming	 abstinent	 (NTA,	 2013).	 Furthermore,	 engagement	 in	 treatment	 can	 support	
them	to	maintain	stable	accommodation,	improve	relationships	and	access	education,	training	





individuals	 successfully	 moving	 away	 from	 drug	 use	 and	 offending,	 despite	 changes	 in	
government	policies,	one	thing	remains	certain	from	my	experience	of	working	within	criminal	
justice	 drug	 and	 alcohol	 services:	 sometimes	 it	 works,	 sometimes	 it	 does	 not.	 Although	
services	 have	 become	 better	 equipped	 to	 track	 individuals	 and	 ensure	 they	 are	 offered	
support	 at	 every	 stage	 of	 the	 criminal	 justice	 system;	 from	my	 experience,	 acceptance	 of	
treatment	 and	 sustained	 engagement	 with	 services	 remains	 ad-hoc	 and	 inconsistent	
regardless	 of	 the	 services	 provided	 or	 changes	 that	 have	 been	 made	 within	 drug	 policy.	
Through	this	research,	I	aim	to	explore	the	views	of	participants	in	light	of	my	own	practice	





















• To	 explore	 service	 users’	 experiences	 of	 coercion	 as	 a	 means	 of	 substance	
management	or	crime	control	









in	 criminology	 and	 criminal	 justice	 (McSweeney	 et	 al,	 2006;	 Stevens	 et	 al,	 2006;	 Schaub,	
Stevens,	Berto,	Hunt,	Kerschl,	McSweeney,	Oeuvray,	Puppo,	Santa	Maria,	Trinkl,	Werdenich	&	





Uchtenhagen,	 2005b).	 Researchers	 have	 failed	 to	 fully	 explore	 how	 coercion	 is	 being	
administered	by	professionals,	how	reported	perceived	pressures	are	manifested,	and	how	




building	 further	 on	 theories	 and	 findings	 from	 previous	 research	 to	 contribute	 to	 the	
development	of	future	research.	The	use	of	an	 idiographic	and	 inductive	approach	through	
Interpretative	Phenomenological	Analysis	(IPA)	will	enable	a	full	examination	of	how	coercion	






interviews,	 as	 opposed	 to	 standardised	 assessment	 forms,	will	 enable	 participants	 to	 fully	
reflect	on	their	experiences	and	their	perceptions.	Furthermore,	 it	will	allow	me	to	 identify	
aspects	 of	 UK	 Drug	 Policy	 and	 drug	 treatment	 which	 are	 crucial	 in	 their	 recovery.	 The	
hermeneutic	 and	phenomenological	 approaches	of	 IPA	will	 also	enable	me	 to	draw	on	my	
experiences	in	the	field	and	provide	an	enhanced	evaluation	of	how	individuals	make	sense	of	
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heterogeneity	 of	 coercion,	 treatment	 provision,	 drug	 using	 offenders	 and	 enforcement	
services	 can	 be	 explored.	 This	 will	 help	 to	 develop	 a	 full	 understanding	 of	 individuals’	
experiences	of	a	shared	treatment	system	and	the	application	of	coercion	within	the	criminal	
justice	system.	There	are	limitations	within	this	research	about	generalisability	but	there	are	
advantages	 in	 providing	 in	 depth	 information	 and	 reflections	 on	 lived	 experiences.	 The	
method	will	develop	our	understanding	of	coercion	by	exploring	how	this	is	experienced	by	
individuals	and	providing	further	guidance	and	focus	for	future	research.	A	focus	group	will	be	
used	as	 a	preliminary	 research	method	 to	 adopt	 a	 genuine	 grounded	approach	 to	 identify	















and	 definitions	which	must	 not	 be	 overlooked	 as	 they	 are	 important	 to	my	 evaluation	 of	
coercion.	 Research	 around	 the	 effectiveness	 of	 coercion	will	 also	be	 explored,	 highlighting	
lessons	learnt	and	ignored	which	will	lead	to	an	evaluation	of	translating	policy	into	practice.	
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Recommendations,	 and	 from	 the	 interviews:	 The	 Concept	 of	 Coercion,	 Enabling	 Positive	
Behaviour	 Change,	 Self-Determination	 and	Recommendations.	 This	will	 provide	 the	 reader	
with	a	structured	approach	 to	our	understanding	of	how	 legal	coercion	 is	experienced	and	
lived	by	individuals	in	the	London	Borough	of	Hackney.	
Chapter	 four	 will	 offer	 a	 detailed	 conclusion	 to	 this	 research	 with	 an	 exploration	 of	 its	
contribution	to	our	understanding	of	coercion.	It	will	also	offer	recommendations	for	future	
research	 and	 elicit	 suggestions	 for	 the	 improvement	 of	 service	 provision	 for	 drug	 using	
offenders.	 	







relating	 to	 the	 effectiveness	 of	 coercion.	 This	will	 provide	 a	 sound	 basis	 to	 explore	 of	 the	







the	 introduction	 of	 psychosocial	 interventions.	 The	 United	 Nations	 (UN)	 combined	 and	
expanded	 previous	 drug	 treaties	 into	 a	 coherent	 and	 all-encompassing	 single	 convention,	
forming	the	foundation	for	a	new	global	penal	response	to	drug	use,	classifying	drugs	by	virtue	
of	 their	danger	on	health,	 risk	of	 abuse	and	 therapeutic	 values	 (Bewley-Taylor,	2003).	 This	









England	 and	Wales	maintained	 elements	 of	 the	 British	 System	with	 the	 continued	 use	 of	
substitute	prescribing	as	an	element	of	managing	drug	use.	The	introduction	of	the	Misuse	of	
Drugs	 Act	 1971	 pioneered	 the	 deterrence	 and	 punishment	 of	 substance	 misuse	 and	 has	
shaped	 our	 government’s	 strategies	 on	 drug	 policy	 and	 the	 rehabilitation	 of	 drug	 using	
offenders	ever	since.		
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In	the	1980s,	deindustrialisation,	mass	unemployment	and	destabilisation	of	communities	led	







structures	 were	 identified	 to	 mitigate	 the	 spread	 of	 HIV	 /	 AIDS;	 needle	 exchanges	 were	
introduced,	the	prescription	of	methadone	was	expanded,	free	condoms	were	supplied	and	
the	provision	of	health	education	was	increased	(Robertson,	2005).		
In	 1988,	 the	 UN	 introduced	 a	 new	 Convention	 to	 deal	 with	 the	 growth	 of	 international	
trafficking	 in	 illegal	 substances	 in	 the	 1970s	 and	 1980s	 which	 previous	 conventions	 had	












Drawing	on	political	 debates	 around	 the	 link	between	drugs	 and	 crime	 taking	place	 in	 the	
United	 States,	 the	 UK	 adopted	 a	 similarly	 ‘robust’	 approach	 to	 drugs	 and	 crime.	 The	
management	of	substance	misusers	therefore	went	from	the	health	stance	it	had	experienced	









assumption	 that	 drug	 and	 crime	 have	 a	 deep	 connection,	 and	 enabling	 access	 to	 drug	
treatment	would	eradicate	a	high	number	of	crimes	committed	(Reuter	&	Stevens,	2008).	This	
link	has	been	the	basis	for	changes	that	have	occurred	in	UK	drug	policy	during	the	1990s	and	
has	 been	 one	 of	 the	 most	 researched	 areas	 of	 drug	 policy	 worldwide	 (Parker,	 Bakx	 &	
Newcombe,	 1988;	 McGregor,	 2000;	 Bennett	 &	 Holloway,	 2009;	 Seddon,	 2006).	 The	 most	
widely	 cited	 explanation	 on	 the	 link	 between	 drugs	 and	 crime	 is	 Goldstein’s	 tripartite	
conceptual	 framework	 (1985)	 who	 divided	 this	 into	 psychopharmacological,	 economic-
compulsive	 and	 systemic	 elements.	 They	 argued	 that	 drug	 related	 offending	 results	 from	
drugs’	 ability	 to	 alter	 functions	 of	 the	 brain	 through	 decreasing	 inhibitions	 and	 cognitive	
functioning	and	their	compulsion	to	fund	their	addictions	through	crime.	Furthermore,	they	
felt	 that	 drug	 users,	 traffickers	 and	 dealers	 abide	 by	 their	 own	 rules	which	 fall	 outside	 of	
society.	Drug	users	commit	crime;	however,	this	relationship	is	more	complex	than	Goldstein	
perceived.	His	 framework	provided	a	 theory	on	 the	 relationship	between	drugs	and	crime,	
enabling	a	basic	understanding	of	drug	users’	relationship	with	crime	and	providing	reasons	
as	 to	why	an	 individual	may	come	 to	commit	 crime.	As	a	basis	 for	drug	policy,	 its	use	and	
interpretation	has	often	been	taken	out	of	context.	The	model	has	since	been	widely	criticised	
for	 being	 under	 developed,	 specifically	 around	 its	 lack	 of	 consideration	 of	 the	 causal	
relationship	between	different	crimes	and	drugs,	and	whether	drug	use	is	a	result	of	offending	
behaviour	or	 if	offending	behaviour	 is	 the	onset	of	substance	misuse	(Bennett	&	Holloway,	
2009;	 Stevens,	2011).	 The	 lack	of	 consideration	around	 the	 inter	 connections	between	 the	
three	parts	of	the	model	(Parker	&	Auerhahn,	1998)	has	also	been	condemned.	Furthermore,	








to	 date.	 As	 Reuter	 and	 Stevens	 (2008)	 also	 notably	 argued,	 findings	 based	 on	 National	
Treatment	Outcome	Research	Study	(NTORS),	which	suggest	that	reductions	in	offending	are	
because	of	drug	treatment,	could	be	linked	to	other	consequences	due	to	similar	reductions	
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perceived	 in	other	untreated	groups	and	 lack	of	 comparison	groups.	 Furthermore,	 Stevens	
(2011b)	highlights	that	the	use	of	arrestees	within	research	are	not	a	true	representation	of	
the	offending	or	drug	using	population	due	to	social	inequalities.	He	notes	that	problematic	
drug	 use	 is	 higher	 in	 deprived	 areas	 with	 its	 harmful	 effects	 on	 society	 being	 more	
concentrated	in	deprived	areas	(Stevens,	2011b).	Thus,	addressing	underlying	problems	such	
as	 unemployment	 and	 poverty	 would	 be	 of	 benefit,	 as	 recommended	 in	 the	 2010	 Drug	
Strategy	(Home	Office,	2010),	as	adopting	a	crime	reduction	and	treatment	approach	alone	
would	not	address	these	underlying	issues.	Since	the	launch	of	the	Drug	Strategy	2008	(Home	











2005).	Comparably,	 through	 reported	drug	use,	 it	 is	possible	 that	 individuals	are	no	 longer	
(problematically)	using	 substances.	 	 Stevens	 (2007)	criticised	Mumola’s	 (1999)	 study	 for	 its	
unrepresentative	sample	of	offenders	in	a	US	prison	setting.	He	felt	that	the	sample	was	largely	




estimated	 figures.	 As	 Stevens	 (2011b)	 argues,	 drug	 use	 is	 more	 widely	 spread	 than	
dependence,	 and	 reducing	 inequalities	 will	 inevitably	 reduce	 the	 link	 between	 drugs	 and	
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for	offending	may	not	be	to	fund	their	drug	use.	The	cost	of	drug	related	crime	can	be	seen	as	











benchmark	 data	made	 it	 challenging	 for	 police	 forces	 to	 design	 realistic	 key	 performance	
indicators.	 This	 made	 the	 drug	 strategy	 (Home	 Office,	 1995)	 problematic	 and	 difficult	 to	
implement,	comply	with	and	work	towards	(Newburn	&	Elliot,	1998).	
Despite	 a	 stronger	 crime	 control	 approach	 within	 policy,	 harm	 reduction	 remained	 an	
important	 aspect	 in	 the	management	 of	 substance	misuse.	 Arrest	 Referral	 schemes	 were	
developed	 in	 different	 forms	 through	 areas	 of	 the	 UK.	 These	 consisted	 of	 a	 partnership	
between	 the	police	and	community	drug	 services	where	 individuals	detained	by	 the	police	
were	 given	 the	 opportunity	 to	 receive	 independent	 advice	 around	 their	 drug	 use	 and	 be	
referred	 into	 treatment	 whilst	 detained	 in	 police	 custody.	 This	 enabled	 hard	 to	 reach	




the	 drug	 strategy	 “Tackling	 Drugs	 to	 Build	 a	 Better	 Britain”	 (Home	 Office,	 1998)	 that	 this	
became	 a	 requirement	 for	 all	 custody	 suites	 across	 England	 and	 Wales.	 This	 remains	 an	
important	element	of	contemporary	drug	policy.	Arrest	Referral	workers	provided	detainees	
with	harm	reduction	interventions,	such	as	safer	injecting	and	overdose	prevention,	as	well	as	
access	 to	 treatment.	 Annual	 monitoring	 data	 showed	 that,	 between	 October	 2000	 and	
September	 2001,	 48,810	 individuals	 were	 seen	 by	 arrest	 referral	 staff,	 with	 over	 half	
subsequently	engaging	in	treatment	on	a	voluntary	basis	(Drug	Prevention	Advisory	Service,	
2002).	Between	2004	and	2005,	figures	showed	a	98%	increase	in	the	number	of	individuals	
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Building	 on	 the	 developments	 of	 the	 1995	 drug	 policy,	 partnership	working	 became	 a	 key	
feature	of	the	New	Labour	government	to	embrace	public	health	issues.	It	was	trusted	that	
forging	partnerships	between	social	and	police	authorities	would	lower	crime	rates.	Through	
the	development	of	 the	 voluntary	 sector	 in	 the	1970s	and	 the	 range	of	 services	becoming	
available	to	service	users	(Turner,	2005),	the	opportunity	to	harness	their	benefits	and	make	
contributions	 to	 the	 aims	 of	 the	 government	 became	 apparent.	 The	 public,	 private	 and	
voluntary	sector	became	required	to	work	together	to	support	individuals	in	eradicating	drug	
related	 offending.	 The	 efficacy	 of	 partnership	 working	 in	 reducing	 health	 inequalities	 and	
improve	 outcomes	 has	 however	 been	 debated	 over	 the	 years	 (Pycroft	 &	 Gough,	 2010).	
Financial	 constraints,	 senior	management	and	other	processes	have	been	 found	 to	play	an	






towards	 crime	control	 (Stimson,	2000),	New	Labour	opted	 for	a	more	punitive	 rather	 than	
welfare	orientated	approach	to	crime	control.	Coercive	measures	were	introduced	with	local	




the	government’s	 focus	and	 its	views	of	drug	using	offenders.	Through	 linking	 the	criminal	
justice	system	to	drug	treatment	sectors,	New	Labour	aimed	to	reduce	the	harm	drug	misuse,	
anti-social	 and	 criminal	 behaviour	 caused	 societies,	 and	 the	 demand	 for	 drugs	 through	
increasing	coercive	measures.	Following	the	growth	of	criminalisation	and	expenditure	that	
incurred,	 the	 government	 needed	 to	 find	 ways	 of	 managing	 less	 serious	 crime	 more	
effectively.	Economy	and	effectiveness	became	a	 focus	over	quality	of	 services,	 safeguards	
and	justice	(Buchanan,	2011).	
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At	the	time,	limited	literature	and	expertise	in	this	area	was	available	to	identify	the	extent	of	









in	 relation	 to	 drug	 treatment	 and	whether	 outcomes	 should	 be	measured	 in	 terms	 of	 the	
improvement	 in	 the	 health	 and	 social	 capital	 of	 drug	 users,	 the	 reduction	 of	 drug-related	
crime,	or	both	(Webster,	2007;	Hunt	&	Stevens,	2004).		
A	 perceived	 prevalence	 of	 drug	 use	 amongst	 offenders	 of	 particular	 types	 of	 crime	 was	
subsequently	 identified	 which	 led	 to	 the	 introduction	 of	 “Trigger	 offences”	 through	 the	
Criminal	Justice	and	Court	Services	Act	2000.	This	gave	rise	to	new	measures	to	identify	drug	
using	offenders	and	steer	 them	into	treatment.	 It	provided	 law	enforcement	agencies	with	
powers	 to	 test	 individuals	 over	 the	 age	 of	 18.	 Where	 testing	 had	 previously	 been	 made	




to	 coerced	 treatment,	 to	 reduce	 the	negative	 impact	on	health	and	 the	wider	 community.	
Official	 statistics	 claimed	 that	 the	 strategy	 was	 successful	 and	 effective	 in	 increasing	 the	






Monaghan	 (2012,	 p.30)	 described	 this	 failure	 as	 the	 government	 wanting	 to	 “change	 the	
behaviour	 of	 ‘problematic’	 populations	 without	 fully	 appreciating	 the	 underlying	 causes”.	
Little	attention	was	paid	to	the	treatment	being	provided	and	services’	 lack	of	resources	to	
address	these	ranging	issues.		
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As	a	response	to	the	growing	evidence	linking	drug	use	and	acquisitive	crime	Drug	Treatment	




treatment	as	an	alternative	 to	 imprisonment.	These	new	guidelines	differed	 from	previous	
orders	 as	 they	 enabled	 the	 courts	 to	monitor	 individuals	 and	 their	 progress	more	 closely	
through	 regular	 reviews	 and	mandatory	 drug	 testing.	 This	 facilitated	 a	more	 rehabilitative	
approach	for	those	whose	drug	use	was	linked	to	their	offending	behaviour	as	an	alternative	
to	 imprisonment.	 This	new	model	was	 initially	piloted	 in	 three	areas	and	 rolled	out	across	






completed	 their	 orders,	 such	 an	 approach	 is	more	 complex	 and	 not	 as	 straightforward	 as	
anticipated	and	described	it	as	follows:	
“The	 failure	 to	 find	 any	 predictors	 of	 success	 amongst	 demographic	 or	
criminal	history	variables	is	an	important	finding	in	its	own	right.	It	implies	
that	 the	 point	 at	 which	 drug-dependent	 offenders	 decide	 –	 or	 can	 be	


















Required	 Assessments	 and	 Restrictions	 and	 Bail	 (RoB).	 Building	 on	 the	 previous	 Test	 on	
Charge,	Test	on	Arrest	was	introduced	in	2005	whereby	an	individual	would	be	drug	tested	for	
heroin	 and	 cocaine	 following	 an	 arrest	 for	 a	 trigger	 offence	 (regardless	 of	 whether	 the	
individual	was	 subsequently	 charged).	 The	Required	Assessment	process	 also	 changed	and	
individuals	were	consequently	 required	to	attend	two	assessments	as	opposed	to	one	 (the	
second	usually	carried	out	 in	the	community),	with	a	qualified	drugs	worker.	Test	on	arrest	
and	 required	 assessments	 became	 mandatory	 processes	 where	 individuals	 were	 legally	
required	 to	comply	with.	Further	criminalising	drug	using	offenders,	 failure	 to	comply	with	
these	requirements	(drug	testing	or	assessments)	meant	that	individuals	would	face	a	fine	of	
up	 to	 £2,500	 or	 up	 to	 three-month	 imprisonment.	However,	 I	 am	 yet	 to	 see	 an	 individual	
receiving	 an	 additional	 fine	 or	 imprisonment	 for	 this	 as	 it	 is	 usually	 dealt	with	 their	 other	
offences	at	court.	When	arrested	specifically	for	that	offence,	this	is	usually	treated	as	‘time	
served’	 due	 to	 time	 spent	 in	 police	 custody	 and	 they	 are	 then	 released	 with	 no	 other	
conditions	or	requirements.	Following	a	successful	assessment,	an	 individual	could	then	be	
eligible	 for	 Restrictions	 on	Bail	which	 refers	 to	 section	 19	of	 the	Criminal	 Justice	Act	 2003	
whereby	drug	treatment	could	be	made	part	of	an	individual’s	bail	condition.	Although	not	a	
mandatory	process,	individuals	eligible	for	Restrictions	on	Bail	must	provide	consent	to	engage	
in	 treatment	and	declining	 this	option	would	most	 likely	 result	 in	 them	being	 remanded	 in	
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As	 Buchanan	 (2011)	 identified,	 the	 government’s	 criminalisation	 of	 various	 behaviours	
increased	the	number	of	individuals	sentenced	to	imprisonment	which	defeated	the	aims	to	
reduce	 the	 prison	 population	 and	 substance	 related	 harms	 despite	 the	 extensive	 funding	
invested	 in	 policies.	 Over	 the	 last	 decades,	 drug	 testing	 has	 become	 an	 important	 and	
established	 tool	 of	 coercion	 in	 drug	 treatment.	 Although	 its	 initial	 purpose	 was	 a	 way	 of	
identifying	drug	users	and	monitoring	progress	and	compliance	rather	than	penalise	drug	use,	
it	most	generally	 leads	to	coerced	treatment.	However,	 it	 is	 important	to	note	that	a	failed	
(positive)	drug	 test	did	not	necessarily	 incur	negative	 sanctions.	As	a	 result,	 and	due	 to	 its	
associated	costs,	its	role	and	purpose	in	criminal	justice	is	still	being	contested.	Birdwell	and	
Singleton	 (2011)	 suggested	 clarity	 around	 its	 purpose	 to	 enable	 a	 clear	 approach	 to	 drug	
testing	 to	 ensure	 it	 remains	 necessary	 and	 reduces	 costs.	 The	 government’s	 approach	 to	
manage	the	increased	costs	incurred	through	criminalisation	was	the	introduction	of	targeted	
testing	in	April	2012.	Its	aim	was	to	move	away	from	mandatory	drug	tests	for	trigger	offences	
and	 encourage	 testing	 under	 inspectors’	 authority	with	 a	 view	 of	 reducing	 the	 number	 of	
negative	and	disputed	drug	tests,	and	in	effect	reducing	costs	and	saving	staff	time.	Police	and	









With	 treatment	 becoming	 more	 coercive	 to	 satisfy	 policy	 requirements,	 a	 shift	 towards	
abstinence	became	apparent	in	the	government’s	approach	to	substance	misuse	in	2000.	The	




with	 trigger	 offences,	 the	 Criminal	 Justice	 and	 Court	 Services	 Act	 2000	 introduced	 new	
abstinence	 orders	 and	 abstinence	 requirements	which	 required	 offenders	 to	 abstain	 from	
using	heroin	and	crack	cocaine	and	undergo	drug	testing	as	a	monitoring	measure	(Bennett	&	
Holloway,	 2005).	 It	 is	 worth	 noting	 at	 this	 stage	 that	 I	 have	 never	 experienced	 one	 being	
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granted	 in	 over	 ten	 years	 of	working	with	 drug	 using	 offenders.	 To	 assist	with	 these	 new	
interventions,	 the	 National	 Treatment	 Agency	 (NTA)	 was	 created	 in	 2001	 to	 increase	 the	
availability,	capacity	and	effectiveness	of	treatment	for	substance	misuse	in	England	&	Wales.	
Models	of	Care	 (NTA,	2002)	were	 subsequently	 introduced	 in	2002	 to	provide	a	new	 four-
tiered	conceptual	framework	for	commissioned	drug	treatment	services	to	be	applied	to	local	

















used	 due	 to	 the	 administrative	 time	 required	which	 deterred	 police	 officers	 from	 using	 it	
Additionally,	Drug	Treatment	and	Testing	Orders	and	other	community	orders	were	reviewed	
and	 new	processes	 for	 dealing	with	 crime	were	 introduced,	 giving	 courts	more	 powers	 to	





needs	 rather	 than	one	programme	for	all.	This	 reinforced	 the	government’s	move	 towards	
abstinence	to	eradicate	substance	misuse	as	well	as	its	related	offending.	Continuing	its	move	
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users	who	were	 thought	 to	 be	 responsible	 for	 the	majority	 of	 crime.	 It	was	 believed	 that,	




the	 need	 to	 engage	 in	 crime.	 In	 the	 first	 year	 of	 its	 implementation,	 drug	 related	 crimes	
reportedly	decreased	by	one	fifth	 (Home	Office,	2006).	The	Drug	 Interventions	Programme	
initiative	 saw	 the	 number	 of	 drug	 using	 offenders	 accessing	 treatment	 totalling	 57,000	
nationally	 between	2009	 and	2010	 (Home	Office,	 2011a).	Although	outcomes	had	 still	 not	
been	defined	or	established,	it	was	felt	that	consistency	in	access	to	drug	treatment	and	the	







benefits	amongst	others.	 For	 service	users,	 these	developments	made	access	 to	 treatment	
easier	and	quicker,	with	treatment	options	more	tailored	to	individual	needs.	For	practitioners	
on	the	ground	and	services	delivering	interventions,	developments	in	drug	policy	became	a	
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challenge.	 The	 recording	 of	 information	 relating	 to	 offenders	 accessing	 drug	 treatment	
services	increased	to	such	a	level	whereby	practitioners	were	spending	more	time	completing	




of	 treatment	 services.	 At	 its	 longest,	 this	 tool	 was	 21	 pages	 and	 was	 not	 considered	 an	
assessment	tool;	this	entailed	that	service	users	needed	to	sit	through	hours	of	assessment	
time	prior	to	receiving	the	treatment	and	support	they	were	seeking.	
Making	 use	 of	 the	 enforcement	 of	 drug	 testing	measures	 at	 every	 stage	 of	 an	 individual’s	
journey	 through	 the	 criminal	 justice	 system	and	 their	 attempts	 to	 further	direct	 substance	
users	 into	 criminalisation	 marked	 the	 government’s	 commitment	 to	 coercion.	 With	 the	
perceived	success	of	previous	strategies	to	engage	individuals	into	treatment,	the	government	
moved	 further	 forward	 to	 guarantee	more	 individuals	 into	 treatment	 and	 further	 increase	
successful	outcomes.			
A	Move	towards	Rehabilitation	and	Behaviour	Change	
In	 contrast	 with	 previous	 drug	 strategies,	 the	 2008	 “Drugs:	 Protecting	 Families	 and	










measures	 to	 support	 drug	 using	 offenders	 in	 their	 rehabilitation,	 recovery	 and	 aftercare.	
Where	 previous	 strategies	 had	 been	more	 concerned	 on	 outputs	 through	 a	 crime	 control	
approach	 than	 outcomes,	 this	 latest	 strategy	 changed	 the	 way	 drug	 treatment	 had	 been	
addressed	to	date.	More	resources	were	being	put	in	place	to	support	drug	users	to	gain	the	
skills	to	reintegrate	into	society	such	as	housing	provision	along	with	education	training	and	
employment.	 Substance	 misuse	 was	 finally	 recognised	 as	 an	 issue	 which	 needed	 to	 be	







structured	 pathways	 to	 be	 identified	 between	 drug	 services	 and	 Children	 Social	 Care	 to	
support	families	as	units.		





as	 ‘recovery’	 (Leighton,	 2015)	 which	 highlighted	 a	 further	 move	 away	 from	 maintenance	
prescribing	 towards	 rehabilitation	 and	 reintegration.	 The	 purpose	 was	 to	 see	 drug	 using	





to	 the	 drug	 policy	 and	 identify	 aspects	 of	 an	 individual’s	 life	 needing	 to	 be	 addressed	 to	
maximise	 sustained	 abstinence	 and	 reintegration	 (Best	 &	 Laudet,	 2010).	 Recognising	 that	
recovery	is	a	personal	journey	and	that	all	individuals	have	varying	needs	and	issues;	the	latest	
drug	 policy	 moved	 towards	 personalised	 treatment	 provision	 by	 widening	 the	 range	 of	
services	available	and	enabling	all	with	the	opportunity	to	rebuild	their	lives.	More	emphasis	
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rest	of	their	life.	Learning	from	previous	strategies	that	saw	criminalisation	as	a	driving	factor	
for	 policies	worldwide,	 the	 United	Nations	 Office	 on	 Drugs	 and	 Crime	 (UNODC)	 published	
‘From	Coercion	to	Cohesion’	in	2010	which	suggested	that	punishment	was	not	an	appropriate	
way	 to	 address	 substance	misuse.	 It	 identified	 “early	 identification,	 treatment,	 education,	
aftercare,	rehabilitation	and	social	reintegration”	(UNODC,	2010,	p.1)	as	practical	measures	
for	a	health	orientated	approach	to	substance	misuse.	The	latest	Drug	Strategy	(Home	Office,	
2010)	 appears	 to	 have	made	 changes	 in	 line	with	 recommendations	 from	 this	 publication	
(Home	Office,	 2010).	 It	 expands	 its	 focus	 to	 all	 drugs	 rather	 than	 limiting	 itself	 to	 Class	 A	
substances	 to	 include	 alcohol,	 legal	 highs	 and	 dual	 diagnosis	 in	 line	 with	 new	 trends	 in	
substance	misuse	across	the	world.	Whereas	previous	drug	policies	did	not	reach	out	to	those	
who	 were	 able	 to	 manage	 their	 drug	 use	 effectively	 without	 it	 becoming	 problematic,	 it	
disregarded	those	who	used	other	non-class	A	drugs	and	who	were	able	to	continue	their	lives	
as	well-respected	citizens	(Buchanan,	2010;	Monaghan,	2012;	Transform,	2007).	The	impact	











drug	 strategy	 to	 steer	 drug	 using	 offenders	 into	 treatment,	 they	 do	 not	 appear	 to	 be	
compatible	 with	 the	 latest	 drug	 strategy	 and	 recovery.	 Furthermore,	 it	 fails	 to	 explore	
prevention,	drug	education	and	harm	reduction	which	are	 important	aspects	 in	 supporting	
recovery	 and	 maintaining	 public	 health.	 Furthermore,	 it	 continues	 to	 fail	 to	 take	 into	
consideration	 scientific	 evidence	 relating	 to	 the	 link	 between	 drugs	 and	 crime	 and	
requirements	for	evidence-based	treatment	provision.	However,	it	may	present	as	a	successful	
crime	control	 strategy	as	 it	would	provide	drug	users	 (whether	dependent	or	 recreational)	
with	 access	 to	 holistic	 treatment	 and	 interventions	 which	 have	 been	 found	 to	 reduce	
reoffending	(regardless	of	the	link	between	drug	use	and	crime).	The	increased	resources	and	
treatment	 provision	 from	 drug	 services	 should	 assist	 in	 enabling	 drug	 using	 offenders	 to	
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address	 some	 of	 the	 causes	 of	 their	 offending	 and	 in	 turn,	 reduce	 drug	 related	 crime.	 As	








(2012,	 p.18).	 Some	 aspects	 of	 coercion	 such	 as	 retention	 and	 successful	 completions	 of	
treatment	(Perron	&	Bright,	2007;	Mark,	1998)	appear	to	work	in	addressing	substance	misuse	
and	reducing	recidivism,	however,	to	what	extent	exactly	is	still	unclear.	Therefore,	research	





Extensive	 research	 has	 been	 carried	 out	 around	 the	 effectiveness	 of	 coercion	 in	 reducing	
substance	misuse	and	crime.	With	governments	worldwide	trying	to	implement	drug	policies	
and	initiatives	to	reduce	the	harm	caused	by	drugs	to	individuals	and	communities,	research	
has	 developed	 to	 focus	 on	 coercion	 in	 drug	 treatment	 to	 identify	 ‘what	 works’.	 To	 date,	
findings	have	 recognised	 that	 coercion	can	have	a	positive	 impact	on	entry	 into	 treatment	
(Polcin	&	Weisner,	1999;	Joe	et	al,	1999;	Gregoire	&	Burke,	2004),	retention	(Hiller,	Knight,	
Broome	 &	 Simpson,	 1998;	 Loneck,	 Garrett	 &	 Banks,	 1996;	 Perron	 &	 Bright,	 2007)	 and	
outcomes	 (Mark,	 1998;	 Brecht,	 Anglin	&	Wang,	 1993;	 Anglin	 et	 al,	 1989).	 However,	 other	
studies	 have	 found	 no	 significant	 differences	 between	 coerced	 and	 voluntary	 individuals	
(Allan,	 1987;	 Simpson	&	Friend,	 1988;	Hiller,	 Knight,	Devreux	&	Hathcoat,	 1996).	 In	 recent	
years,	researchers	have	delved	further	to	understand	discrepancies	in	findings.	Marlowe	et	al	
(1996)	 found	 that	 psychosocial	 pressures	 were	 more	 influential	 than	 legal	 pressures	 to	
encourage	individuals	to	enter	treatment.	Amongst	others	(Farabee	et	al,	1998;	Knight,	Hiller,	
Broome	&	Simpson,	2000;	Marlowe,	Merikle,	Kirby,	Festinger	&	McLellan,	2001),	Young	(2002)	
found	 that	 coercion	 is	 successful,	 but	 non-legal	 coercive	 aspects	 should	 be	 taken	 into	




To	 understand	 the	 potential	 impact	 of	 policies	 on	 drug	 using	 offenders,	 it	 is	 important	 to	
understand	 how	 drug	 abuse	 has	 been	 defined	 and	 evaluated.	 Research	 addressing	 the	
effectiveness	of	legal	coercion	in	drug	treatment	has	often	explored	the	relationship	between	









measured	 according	 to	 an	 order	 being	 completed	 without	 being	 breached.	 Whether	 an	






for	 an	 individual	 to	 be	 deemed	 to	 have	 successfully	 completed,	 they	 must	 have	 reached	
abstinence	 from	 their	 drug	 of	 choice	 and	 prescribed	 substitute	 medication,	 and	 not	
represented	in	treatment	within	6	months	of	them	leaving	treatment	services	2017).	
It	was	identified	in	the	previous	section	that	the	latest	drug	strategy	(Home	Office,	2010)	is	




as	 improvements	 in	 physical	 and	 mental	 health	 and	 quality	 of	 life,	 are	 more	 difficult	 to	
interpret.	 In	my	experience	of	working	 in	the	field,	measuring	an	 individual’s	perception	of	
their	physical	and	mental	health,	and	their	overall	quality	of	life	can	vary	immensely	depending	
on	how	they	are	presenting	on	 the	day.	For	example,	 if	an	 individual’s	 treatment	aim	 is	 to	
reach	abstinence	and	they	have	managed	not	to	use	any	illicit	substances	for	a	few	days,	they	
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reintegration.	Having	moved	away	 from	 the	 concept	of	 abstinence,	 it	 recognises	 that	drug	
users	can	still	function	and	have	meaningful	lives	despite	their	substance	use.	However,	the	
definition	of	successful	completion	does	not	allow	individuals	to	maintain	recreational	use	of	






these	 instances,	 it	 creates	 a	 challenge	 for	 professionals	 in	 the	 field	 who	 have	 to	manage	
conflicting	views	of	discharging	an	individual	unsuccessfully	or	potentially	force	an	individual	
to	work	towards	abstinence	when	this	was	not	their	goal.	This	could	have	a	negative	impact	






















professionals	 to	 ascertain	 dependency	 and	 most	 specifically	 the	 level	 an	 individual’s	





























misuse	 and	 its	 related	 crime.	 It	 no	 longer	 aims	 to	 address	 substance	 misuse	 through	





by	 clinical	 governance,	 for	 opiate	 and	 alcohol	 users,	 as	 levels	 of	 dependence	 need	 to	 be	
effectively	measured	to	appropriately	prescribe	individuals	in	a	safe	manner.	
Mutual	aid	fellowship	groups	such	as	Alcoholics	 (AA)	and	Narcotics	Anonymous	(NA)	which	
play	 a	 vital	 role	 in	 the	 recovery	 of	 numerous	 individuals	 describe	 addiction	 as	 an	 illness.	
Although	 their	 literature	 states	 that	 their	 purpose	 is	 not	 to	 define	 addiction,	 it	 is	 widely	
regarded	by	its	members	as	an	illness.	NA	for	example	state	that	it	is	their	“experience	with	
addiction	 is	 that	 when	 we	 accept	 that	 it	 is	 a	 disease	 over	 which	 we	 are	 powerless,	 such	
surrender	provides	a	basis	for	recovery	through	the	Twelve	Steps”	(NA,	2017).	Like	the	DSM	5	


























expectations	 are	 for	 individuals	 to	 complete	 drug	 treatment,	 abstinent	 from	 their	 drug	 of	
choice.	 In	 the	London	borough	of	Hackney,	 figures	 show	that	one	 in	 three	 individuals	who	
were	in	treatment	between	20015	and	2016	had	more	than	four	previous	treatment	attempts	
(Lindsell,	2017).	Although	the	relapsing	nature	of	substance	use	is	common	amongst	research,	







2000).	 Simpson	 and	 Joe	 (1993)	 for	 example,	 identified	 three	 dimensions	 of	 treatment	
motivation:	 drug	 problem	 recognition,	 desire	 for	 help,	 and	 treatment	 readiness	 to	 predict	









systems	 have	 also	 been	 adopted	 in	 research	 to	 explore	 the	 effectiveness	 of	motivation	 in	
treatment	 outcomes	 (see	 Carbonari	 &	 DiClemente,	 2000;	 Najavits,	 Gastfriend,	 Nakayama,	
Barber,	Blaine,	Frank,	Muenz,	&	Thase,	1997;	Smith,	Hoffman	&	Nederhoed,	1995).	However,	
rating	 according	 to	 treatment	 resistance	 has	 been	 debated	 as	 to	 whether	 this	 should	
constitute	 low	motivation	 to	 change.	 Longshore	 &	 Teruya	 (2006)	 argue	 that	 a	 distinction	
should	 be	made	 between	 resistance	 (ambivalence	 or	 refusal	 to	 treatment)	 and	 reactance	
(motivational	 state	 to	 address	perceived	 threats	 to	one’s	 freedom),	 and	 that	 readiness	 for	
treatment	and	resistance	should	be	measured	on	two	distinct	constructs.		
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Several	 researches	 around	 the	 effectiveness	 of	 coercion	 have	 considered	 individuals’	
motivation	as	a	predicting	factor	(Stevens	et	al,	2006;	Downey,	Rosengren	&	Donovan,	2000;	
Ryan,	Plant	&	O’Malley,	1995;	Marin,	1995).	Although	findings	have	been	varied,	it	has	given	







appropriate	 and	 attractive	 treatment	 placement”	 (p.17).	 Downey	 and	 her	 colleagues	 also	
found	 that	 identity-related	motivation	predicted	 successful	behaviour	 change	compared	 to	
individuals	whose	motivation	was	more	linked	to	social	influences,	health	and	legal	issues.	This	
was	echoed	in	Freedberg	&	Johnson	(1978),	Simpson	et	al	(1997)	and	Farabee,	Prendergast	&	
Anglin	 (1998)	who	 found	that	 internal	motivations	were	predictors	of	 successful	 treatment	
outcomes.	
As	a	result	of	the	increasingly	recognised	impact	internal	factors	can	have	on	motivation	and	








which	 an	 individual	 develops	 motivation	 to	 initiate	 and	 maintain	 behaviour	 change.	 It	
identifies	 autonomy,	 competence	 and	 relatedness	 as	 vital	 to	 sustain	 behaviours	which	 are	
conducive	 to	 health	 and	 wellbeing.	 SDT	 acknowledges	 autonomous	 motivation	 as	 an	
important	aspect	of	initialising	and	maintaining	behaviour	change	(Ryan	et	al,	2008,	p.3);	for	
positive	behaviours	to	be	successfully	maintained,	it	is	important	for	individuals	to	value	and	
endorse	 the	 importance	 these	 behaviours.	 This	 can	 be	 enhanced	 by	 practitioners	 through	
assisting	 individuals	 to	 explore	 resistance	 and	 barriers	 to	 change.	 In	 contrast,	 it	 rejects	
controlled	motivation	as	nurturing	positive	behaviour	change	(Ryan	et	al,	2008,	p.3).	These	are	
experienced	when	an	individual	initiates	behaviours	for	external	reward	which	can	be	through	
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directive	method	 for	 enhancing	 instrinct	 motivation	 to	 change	 by	 exploring	 and	 resolving	
ambivalence”	 (Miller	 &	 Rollnick,	 2002:	 25).	 However,	 it	 has	 been	 criticised	 for	 being	
atheoretical	(Draycott	&	Dabbs,	1998)	and	little	exploration	having	been	placed	on	how	and	






and	 will	 reflect	 on	 how	 practitioners	 and	 coerced	 individuals	 may	 respond	 to	 coercive	
pressures	 and	 explore	 the	 likely	 outcome	 of	 policies	 being	 able	 to	 impact	 on	 drug	 using	
offenders	in	the	way	it	had	initially	intended	to.	
Translating	 Policy	 into	 Practice	 –	 How	 compatible	 is	 Coercion	 with	
Drug	Treatment?	
Following	the	 introduction	of	 the	Misuse	of	Drugs	Act	1971,	 the	ethicality	of	coercive	drug	
treatment	 has	 been	 repeatedly	 questioned.	 The	 deterrence	 and	 punishment	 of	 substance	
misuse	has	brought	much	 controversy	around	 the	extent	 to	which	an	 individual	 should	be	
punished	or	 assisted	 through	 rehabilitation.	Although	 initially	 very	much	disposed	 towards	
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punishment;	 the	 focus	 of	 the	 2010	 strategy	 has	 been	 more	 around	 rehabilitation	 whilst	
maintaining	 punishment	 which	 brings	 a	 more	 complex	 nature	 to	 coercion,	 raising	 several	
ethical	concerns	around	its	use.	There	have	initially	been	concerns	about	the	use	of	treatment	
centres	 as	 punishment	 rather	 than	 therapeutic	 (Szasz,	 1963),	 but	 also	 the	extent	 to	which	
individuals	 can	 provide	 informed	 consent	 to	 drug	 treatment	 following	 an	 arrest	 (Seddon,	
2007).	 To	 gain	 a	 further	 understanding	 of	 coercion,	 it	would	 be	 beneficial	 to	 evaluate	 the	
ethical	 concerns	 of	 translating	 policy	 into	 practice	 and	 to	 address	 the	 potential	 impact	 of	
coercive	measures	on	drug	using	offenders	to	ascertain	the	impact	of	policies.	It	is	important	
at	 this	 stage	 to	 differentiate	 between	 quasi-compulsory	 and	 compulsory	 treatment.	 As	
previously	discussed,	all	coerced	treatment	in	England	and	Wales	is	quasi-compulsory	which	
means	 that	 some	 form	of	 consent	 is	 sought	 from	 individuals	 prior	 to	 their	 engagement	 in	
treatment.		
Choice,	Informed	Consent	and	Capacity	
The	ethics	of	 coerced	drug	 treatment	and	 the	notion	of	 “choice”	 in	 the	British	context	are	
important	aspects	which	have	been	regularly	debated.	It	has	been	argued	that	coercing	people	





2001);	 individuals	are	 free	 to	 live	unhealthy	 lifestyles	 if	 they	wish	 to,	without	having	 to	be	
forced	 into	 treatment.	 Choice	 within	 coercion	 is	 important	 as	 it	 challenges	 the	 frequent	
assumptions	 in	 contemporary	 research,	 as	well	 as	 in	 the	definition	of	 coercion,	 that	 those	
coerced	into	treatment	are	unwilling	candidates.	For	quasi	compulsory	treatment,	choice	is	an	













treatment.	 Like	 Seddon	 (2007),	 he	 argues	 that	 facing	 the	 imminent	 possibility	 of	 being	
remanded	in	custody	can	shift	an	individual’s	choice	in	favour	of	treatment	without	necessarily	
making	 a	 fully	 informed	 decision	 relating	 to	 the	 requirements	 and	 consequences	 (Hough,	
1996).	Additionally,	Stevens	et	al	(2005b)	found	that	imprisonment	can	at	times	be	appealing	
to	 drug	 using	 offenders.	 The	 frequent	 assumptions	 in	 contemporary	 research	 that	 those	
coerced	 into	 treatment	 are	 unwilling	 candidates	 have	 been	 challenged	 (Farabee,	 Shen	 &	
Sanchez,	 2002;	 Longshore	 et	 al,	 2004;	 Hiller,	 Knight,	 Leukefeld	 &	 Simpson,	 2002).	 Seddon	
(2007),	 amongst	 others,	 assumes	 that	 some	 individuals	 may	 perceive	 custody	 as	 a	 less	
attractive	option.	From	my	experience	working	with	drug	using	offenders,	imprisonment	can	
provide	entrenched,	chaotic	and	homeless	drug	users	with	better	opportunities	as	it	provides	
them	 shelter	 and	 regular	 access	 to	 food,	 as	 well	 as	 a	 ’break’	 from	 drug	 use.	 Under	 the	
sentencing	 guidelines	 in	 the	 UK,	 the	 length	 of	 a	 DRR	 (as	 well	 as	 previous	 DTTO)	 could	












Seddon	 (2007)	 further	 criticised	 the	 British	 government	 around	 its	 use	 of	 coercion	where	
consent	 given	 could	 be	 distorted.	 He	 addresses	 the	 potentially	 stressful	 impact	 being	 in	 a	
police	 station	 could	have	on	 individuals	 to	provide	 informed	 consent.	However,	 he	 fails	 to	
recognise	that,	in	police	stations,	individuals	are	only	required	to	provide	consent	to	attend	
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treatment.	Stevens	and	his	colleagues	(2005)	 found	that,	 individuals	who	took	part	 in	their	




















that	external	pressures	 can	be	 ‘transformed’	 into	 internal	pressures.	 Practitioners	 can	also	
support	 individuals	 to	 do	 so	 by	 addressing	 their	 needs	 and	provide	 appropriate	 treatment	
accordingly	(Stevens	et	al,	2005)	which	could	in	turn	assist	individuals	to	value	new	behaviours	
and	endorse	them.	This	would	lead	us	to	believe	that	regardless	of	an	individuals’	motivation	
to	 access	 treatment;	 be	 it	 to	 avoid	 imprisonment	 or	 other	 perceived	 short-term	 rewards,	
sustained	behaviour	change	could	be	sustained	over	time	with	the	appropriate	support.	
Seddon	 (2007)	 questions	 whether	 health	 professionals	 should	 decline	 to	 treat	 individuals	
whose	 consent	 is	 not	 genuine.	 As	 mentioned,	 within	 drug	 treatment	 genuine	 informed	
consent	and	capacity	are	at	the	forefront	of	all	assessment	for	suitability,	particularly	if	there	
are	doubts	around	 individuals’	ability	 to	 first	understand	the	requirements	of	an	order	and	
their	 ability	 to	make	 an	 informed	 choice,	 but	 also	 to	 comply	with	 the	 required	 treatment	
components	of	an	imposed	conditional	bail	or	community	order.	It	is	therefore	important	for	
practitioners	to	take	all	aspects	 into	consideration	when	assessing	an	individual’s	suitability	
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for	 treatment.	 As	 a	 practitioner,	 and	 later	 as	 a	 manager	 supporting	 other	 practitioners,	







motivation	 and	 explore	 this	 concept.	 Stevens	 and	 colleagues	 identified	 similar	 findings	 in	
interviews	with	professionals	who	reported	difficulties	in	identifying	whether	individuals	are	
“ready	 for	 treatment	or	 just	 trying	 to	get	out	of	prison”	 (2006,	p.11).	As	practitioners,	 the	
question	for	us	ultimately	is:	is	treatment	available	to	meet	this	individual’s	needs?	Therefore,	
providing	 the	 individual	 shows	 insight	 into	 their	 substance	use	and	acknowledge	 that	 they	
would	benefit	from	professional	support	to	address	 it,	the	answer	would	most	probably	be	
yes,	 as	 long	 as	 they	 have	 appropriate	 accommodation	 to	 effectively	 engage	 in	 treatment.	
Failure	 to	 take	 this	 into	consideration	could	 set	offenders	up	 to	 fail	 and	potentially	have	a	
detrimental	effect	on	their	drug	use,	health	and	engagement	with	services.	
Restriction	of	Liberty	and	Public	Protection	
Morris	 (1974)	 raised	 concerns	 regarding	 policies	 which	 impose	 rehabilitation	 on	 crime	




used	 to	deal	with	problematic	drug	users	 in	 the	UK	 fail	 to	comply	with	 these	conditions	 in	






States	 and	 other	 European	 countries,	 UK	 Drug	 Policy	 provides	 individuals	 with	 a	 choice,	
although	constrained.	On	the	other	hand,	DRR	for	trigger	offences	could	potentially	be	longer	
than	 custodial	 sentences.	 As	 previously	 mentioned,	 an	 individual	 may	 receive	 28-days	
imprisonment	for	a	shoplifting	offence,	whereas,	a	DRR	would	be	for	a	minimum	of	six	months.	
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Hunt	and	Stevens	(2004)	amongst	others	criticised	the	turn	of	UK	drug	policy	in	the	late	1990s	







individual	 was	 paramount	 to	 the	 control	 and	 treatment	 of	 drug	 users.	 However,	 this	 has	
greatly	 improved	 through	 the	 last	 two	 drug	 strategies,	 whereby	 the	 wellbeing	 of	 those	
accessing	treatment	 is	paramount	 in	the	delivery	of	treatment	services.	Furthermore,	since	
the	shift	 to	Public	Health	England,	 the	Public	Health	Outcomes	Framework	 (Department	of	
Health,	2013b)	has	provided	further	guidance	and	assistance	to	commission	services	to	deliver	
treatment	 which	 put	 individuals’	 needs	 and	 health	 at	 the	 centre.	 Although	 contemporary	
policy	addresses	substance	misuse	within	the	realm	of	health	prevention,	coercive	measures	
used	 in	 the	 management	 of	 drug	 using	 offenders	 remain	 unchanged.	 Despite	 this,	 my	










interventions	 moved	 the	 objective	 of	 drug	 treatment	 to	 reduce	 harm	 towards	 a	 crime	
reduction	 focus	 (Seddon,	 2007).	 However,	 since	 the	 2008	 drug	 strategy,	 there	 have	 been	
marked	 improvements	 in	 the	 availability	 and	 quality	 of	 treatment	 (NTA,	 2009).	 The	
introduction	of	the	Models	of	Care	(NTA,	2002	&	2006)	provided	guidance	on	the	delivery	of	









and	 coerced	 individuals.	 Regardless	 of	 the	 aims	 of	 the	 government	 for	 introducing	 new	
measures	(i.e.	as	a	crime	control	approach),	the	vast	range	of	resources	which	have	been	made	










limited	 employment	 experience,	mental	 and	 physical	 health	 problems,	 negative	 attitudes,	
poor	self-control,	limited	life	skills,	poor	housing,	fractured	family	networks,	limited	financial	
support	 and	 debt.	 Extensive	 research	 has	 identified	 the	 effectiveness	 of	 treatment	 in	
addressing	 and	 reducing	 health-related	 problems,	 improving	 social	 functioning	 as	 well	 as	
reducing	 crime	 (Gossop,	 Marsden,	 Stewart,	 Lehmann	 &	 Strang,	 1999;	 Gossop,	 Marsden,	
Stewart,	 Lehmann,	 Edwards,	 Wilson	 &	 Segar,	 1998).	 Following	 the	 reorganisation	 of	 the	
























been	 a	 bigger	 challenge	with	 organisations	 bidding	 for	 services	 across	 London,	 identifying	
ways	 to	 provide	 and	 sell	 better	 value	 for	money	 services	 but	 incidentally	 being	 unable	 to	
deliver	what	was	promised	due	to	lack	of	resources.	The	consequent	impact	of	this	on	service	






treatment	 (52%	between	2015	and	2016	 compared	 to	65%	 in	 2005-2006:	 PHE,	 2016).	 The	
number	of	alcohol	users	almost	doubled	between	2005-2006	and	made	up	 for	16%	of	 the	
treatment	population	compared	to	2015-2016	when	29%	were	accessing	services.	Similarly,	in	
2015-2016,	 there	was	a	77%	 increase	 in	 the	number	of	 individuals	using	New	Psychoactive	










introduction	 of	 coercion	 in	 England	 and	 Wales,	 specifically	 with	 regards	 to	 treatment	
provision.	However,	 research	 has	 provided	 limited	 insight	 as	 to	why	 treatment	 sometimes	
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works	and	why	it	does	not.	As	previously	mentioned,	Coercion	has	been	implemented	in	very	





Crime	 published	 a	 paper	 providing	 good	 practice	 guidelines	 around	 the	 use	 of	 treatment	
referrals	as	criminal	justice	sanctions	to	steer	drug	policies	towards	public	health	rather	than	
criminal	justice	(UNODC,	2010).	Although	not	eradicating	the	need	for	treatment	to	be	used	
as	a	way	of	 sanctioning	 individuals,	 it	 provides	 suggestions	 in	ways	drug	 treatment	 can	be	
introduced	ethically	as	a	way	of	addressing	substance	misuse.	It	also	stresses	the	benefits	of	
coercion	 through	both	 legal	and	social	 routes	as	a	way	of	 initiating	 treatment.	 It	draws	on	
research	from	Wild	(2006),	Marlowe	et	al	(1996)	and	Stevens	et	al	(2006)	which	have	identified	













coercion	 and	 related	 policies	 could	 impact	 on	 our	 ability	 to	 effectively	 understand	 and	
evaluate	coercive	measures.	Stevens	(2012,	p.10)	identified,	quasi-compulsory	drug	treatment	
can	be	ethical	providing	ethical	standards	are	applied.	However,	the	argument	made	relating	
to	 the	 use	 of	 coercion	 whereby	 individuals	 are	 ‘threatened’	 into	 treatment	 is	 not	 strong.	
Further	research	around	whether	they	are	unwilling	and	unreceptive	recipients	is	therefore	
necessary	 to	 ascertain	 experiences	 of	 coercion	 and	 how	 this	 is	 perceived.	 This	would	 also	
provide	a	further	understanding	of	aspects	of	coercion	which	are	effective	in	the	management	
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of	substance	misusing	offenders	to	provide	further	guide	policies.	Although	coercive	measures	
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the	 management	 of	 substance	 misuse	 remain	 ambiguous.	 This	 chapter	 introduces	 the	
epistemological	approach	to	this	research.	 It	will	 start	by	 looking	at	 the	research	setting	to	
provide	 a	 full	 understanding	 of	 the	 treatment	 system	 and	 move	 on	 to	 how	 the	 use	 of	 a	
qualitative	 approach	 will	 enable	 the	 aims	 of	 this	 research	 to	 be	 met.	 It	 will	 provide	 an	
exploration	of	how	the	use	of	Interpretative	Phenomenological	Analysis	(IPA)	could	enhance	
our	knowledge	and	understanding	of	drug	using	offenders	and	how	coercive	treatment	can	be	




is	 where	 I	 worked	 as	 a	 senior	 practitioner	 between	 2008	 and	 2013	 within	 the	 Drug	









At	 the	 time	this	 research	was	carried	out,	 the	 treatment	system	 in	 the	London	borough	of	
Hackney	was	made	up	of	 three	drug	 treatment	providers;	 the	 first	was	 responsible	 for	 the	





51	|	P a g e 	
	
The	 treatment	 provision	 available	 to	 individuals	 accessing	 services	 on	 a	 voluntary	 basis	 or	
through	coercion	comprised:	prescribing,	psychosocial	interventions,	needle	exchange,	harm	
reduction	 interventions,	assertive	outreach,	testing	for	blood	borne	viruses,	assessment	for	
and	 access	 to	 residential	 and	 other	 funded	 treatment	 services	 (NTA,	 2002),	 counselling,	
stimulant	 specific	 interventions,	 alternative	 therapies,	 alcohol	 and	 drug	 specific	 group	
programmes,	access	 to	education,	 training	and	employment	 (ETE),	benefits	and	other	 legal	
support,	 GP	 shared	 care,	 women	 specific	 interventions,	 and	 peer	 support	 groups	 such	 as	
Narcotics	 Anonymous	 and	 SMART	 Recovery.	 In	 addition	 to	 these,	 services	 had	 access	 to	
specialist	housing	and	dual	diagnosis	workers,	prison	link	workers,	and	a	family	service	that	










were	 the	 Multi	 Agency	 Referral	 and	 Assessment	 Conference	 (MARAC)	 for	 victims	 and	
perpetrators	 of	 domestic	 violence,	Multi	 Agency	 Public	 Protection	 Arrangements	 (MAPPA)	
meetings	with	 the	 London	Probation	 Service,	 Integrated	Offender	Management	 (IOM)	 and	
Drug	Rehabilitation	Requirement	(DRR)	case	management	meetings.	Dual	Diagnosis	Complex	
Case	 Panel	 meetings	 were	 also	 available	 where	 service	 provision	 and	 care	 of	 clients	 was	
discussed	to	maximise	the	intervention	and	treatment	provided.	Child	Protection	Conferences	
and	Safeguarding	Clinical	Supervision	were	also	available.	In-house	clinical	meetings	took	place	
within	 all	 drug	 treatment	 providers	 where	 service	 users	 were	 discussed	 and	 recovery	
promoted	through	the	discussion	of	interventions	provided	to	service	users	and	feedback	and	
suggestions	shared	through	teams.	This	London	borough	therefore	had	a	wealth	of	resources	
and	 treatment	 provision	 for	 individuals	 accessing	 treatment	 which	 should	 have	 rendered	
engagement	and	retention	into	treatment	easier	(NTA,	2002).	However,	as	addressed	in	the	
first	 chapter,	 partnership	 working	 between	 agencies	 delivering	 treatment	 services	 could	
impact	 on	 successful	 outcomes	 (Perkins	 et	 al,	 2010)	 but	 it	 has	 also	 been	 identified	 that	
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partnership	working	between	criminal	 justice	drug	 services	and	 the	police	 can	be	effective	
(Best	et	al,	2010).	











and	 crime	 control,	 and	 understand	 the	 role	 social	 and	 psychological	 factors	 play	 in	 these.		
Furthermore,	it	aimed	to	understand	service	users’	views	of	what	makes	treatment	effective	
and	identify	implications	for	practice.	My	knowledge	and	experience	of	the	field	and	research	
setting	 will	 provide	 further	 depth	 and	 understanding	 within	 this	 research	 by	 providing	
additional	data	and	the	opportunity	to	challenge	and	reflect	my	own	experiences.	Taking	this	
into	 consideration	 focus	groups	were	used	 to	 inform	 the	 interview	 schedule	 to	provide	an	
initial	objective	stance	to	the	research	in	identifying	pertinent	themes	for	service	users	in	their	
experience	of	coercion.	Semi-structured	interviews	were	then	carried	out	and	Interpretative	
Phenomenological	 Analysis	 was	 used	 to	 enable	 a	 full	 understanding	 of	 service	 users’	
experience	of	coercion	to	meet	the	aims	of	this	research.	In	the	next	sections,	I	will	explore	
the	benefits	of	qualitative	and	some	of	the	limits	of	quantitative	research	methods	to	enable	





meanings	of	 individuals	and	can	 therefore	capture	 the	subjective	 reality	of	drug	 treatment	
programmes	which	impact	on	individuals.	In	their	study	around	the	use	of	qualitative	methods	
in	 addictions,	 Neale,	 Allen	 and	 Coombes	 found	 that	 the	 use	 of	 quantitative	 research	 is	
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“mainstream”	 (2005,	p.1590).	They	 felt	 that	qualitative	 research	 is	often	not	 the	preferred	
option	 by	 policy	makers	 and	 commissioners	 due	 to	 its	 inability	 to	 provide	 hard	 facts	 and	
despite	 their	 advantages	 in	 identifying	 emerging	 trends	 in	 drug	 consumption	 and	 hard-to-
reach	groups.	The	use	of	qualitative	methods	will	enable	me	to	identify	and	gain	an	in-depth	
understanding	 of	 coercion	 from	 a	 service	 user’s	 perspective	 which	 will	 inform	 study	 and	
practice	 with	 its	 rich	 data.	 Tewksbury	 (2009)	 described	 qualitative	 research	methods	 as	 a	
micro-level	issue	which	provide	more	informative	and	richer	investigations	combined	with	a	
depth	of	understanding	of	crime,	criminals	and	justice	system	operations	and	processing.	
The	 aims	 of	 this	 research	 are	 to	 understand	 how	 service	 users	 experienced	 coercion	 as	 a	
means	 of	 substance	 misuse	 management	 and	 crime	 control	 and	 identify	 how	 social	 and	
psychological	factors	impact	on	them.	As	Tewksbury,	DeMichele	&	Miller	noted	when	carrying	
out	 research,	 it	 is	 important	 to	 consider	 what	 criminology	 and	 criminal	 justice	 aims	 to	
accomplish:	“describe,	explain	or	inform”	(2005,	pp.266-267).	This	research	aims	to	explore	
individuals’	 experiences	 of	 coercion;	 as	 Berg	 (1995,	 p.3)	 described	 “experiences	 cannot	 be	
meaningfully	expressed	by	numbers”.	The	use	of	qualitative	methods	will	provide	a	foundation	
for	 theoretical	 understanding	 of	 the	 views	 and	 experiences	 of	 participants.	 Qualitative	
paradigms	offer	the	ability	to	develop	an	idiographic	understanding	of	participants;	 identify	
new	themes	by	exploring	how	coercion	is	experienced	within	their	social	reality	and	the	impact	










Research	 around	 the	 effectiveness	 of	 coercion	 has	 mainly	 been	 of	 a	 quantitative	 nature,	
considering	generalisation	as	opposed	to	its	impact	on	individuals	(Young,	2002;	Parhar	et	al,	
2008;	McSweeney	 et	 al,	 2007).	 Quantitative	methods	 enable	 researchers	 to	make	 reliable	
predictions	 around	 the	 impact	 of	 substance	misuse	 and	 crime,	 and	 its	 numerical	 data	 can	
support	and	challenge	theories	on	a	broad	range	of	matters	which	remain	invaluable	tools	in	
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policy	 making.	 They	 provide	 validity	 and	 reliability	 which	 can	 lead	 to	 hypothetical	
generalisations	 (Hoepfl,	 1997)	 although	 can	 generate	 problems	 of	 reductionism	 and	














been	 greatly	 criticised	 by	 Gossop	 and	 his	 colleagues	 (Gossop,	Marsden	&	 Stewart,	 1998a;	
Gossop	et	al,	2006)	as	these	assume	that	all	arrestees	who	have	tested	positive	for	Class	A	
drugs	have	offended	for	that	sole	purpose	which	would	be	erroneous	and	provide	inaccurate	








for	 acquisitive	 crimes.	 Using	 such	 figures	 based	 on	 the	 drug	 using	 population	 or	 offender	




Wild,	 Newton-Taylor	 &	 Alletto,	 1998)	 substantially	 contributing	 to	 our	 understanding	 of	
coercion	 relating	 to	 how	 coercion	 is	 perceived	 by	 its	 recipients,	 their	 use	 of	 standardised	
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assessments	 tools	 limit	our	ability	 to	 fully	understand	and	appreciate	 the	heterogeneity	of	
recipients,	treatment	programmes	and	the	professionals	involved	in	the	delivery	of	coercive	
measures.	 Standardised	 forms	are	developed	with	aims	very	 specific	 to	 the	 research	 study	
which,	when	used	in	different	contexts	of	coercion	will	inevitably	lose	some	of	their	objectives.	




users	 and	 professionals	 which	 provided	 an	 empirical	 approach	 to	 their	 research.	 The	
combination	of	the	use	of	qualitative	and	quantitative	methods	offered	comprehensive	insight	
and	understanding	 into	 the	 results	of	 their	 research,	 such	as	 some	of	 the	positive	 impacts	











Adopting	 quantitative	 research	methods	 is	 beneficial	 to	 generalise	 findings	 and	 provide	 a	
wider	presentation	of	issues	relating	to	substance	misuse	and	offending.	However,	it	does	not	
initiate	 an	 exploration	 or	 provide	 an	 understanding	 of	 coercion,	 therefore	 stipulating	 very	







and	will	provide	 invaluable	findings	 in	our	understanding	of	the	 link	between	drug	use	and	
crime	and	the	effectiveness	of	coercion	in	the	management	of	substance	misuse	and	crime	
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control.	Qualitative	research	remains	limited	in	drug	policy	and,	as	Seddon	(2000)	suggested,	
there	 is	 a	 great	 need	 for	 more	 qualitative	 research	 to	 be	 carried	 out	 to	 gain	 a	 further	
understanding	of	the	relationship	between	drugs	and	crime	to	enhance	quantitative	research.	
As	local	authorities	were	tasked	to	implement	the	drug	strategy	to	the	requirements	of	their	




understanding	 of	 service	 users’	 experiences.	 This	 could	 also	 generate	 knowledge	 for	 the	
subsequent	use	of	quantitative	methods.	
Epistemological	Approach	






of	 interview	 questions	 whilst	 still	 enabling	 an	 enhanced	 exploration	 of	 service	 user	








Interpretative	 Phenomenological	 Analysis	 (IPA)	was	 introduced	 in	 the	mid-1990s	 by	 Smith	
(1996)	and	is	firmly	rooted	in	concepts	from	three	key	areas	of	the	Philosophy	of	Knowledge:	
Phenomenology,	 Hermeneutic	 and	 Idiography.	 It	 is	 a	 qualitative	 approach	 used	 to	 allow	 a	
rigorous	exploration	of	how	individuals	make	sense	of	their	experiences	and	social	cognitions.	
It	 aims	 to	 understand	 and	 interpret	 the	 experiences	 of	 individuals	 through	 a	 detailed	






developed	 in	 the	 early	 20th	 century	 by	 Husserl	 and	 later	 expanded	 by	 his	 students	 and	
colleagues,	 such	 as	 Heidegger,	 Merleau-Ponty	 and	 Sartre.	 	 With	 systematic	 structures	 of	
reflection,	 phenomenology	 seeks	 to	 examine	properties	 and	 structures	of	 lived	experience	
through	 a	 set	 of	 steps	 including	 description,	 phenomenological	 reduction	 and	 search	 for	
essences	 (Giorgi,	 1997)	 which	 will	 assist	 in	 exploring	 the	 importance	 of	 legal,	 social	 and	
psychological	factors	in	coercion.	
Husserl	 (1927)	 developed	 notions	 of	 reflection	 to	 describe	 and	 understand	 experiences	
through	systematic	and	intentional	structures	of	the	consciousness.	He	explored	individuals’	
different	 experiences	 of	 “things”,	 which	 he	 described	 as	 the	 experiential	 content	 of	
consciousness,	to	identify	subjective	experiences	and	their	essence;	exploring	one	particular	
element	of	these	in	order	to	remove	assumptions	and	preconceptions	of	a	particular	event.	
Heidegger	 (1962)	 further	developed	phenomenology	and	Husserl’s	approach	by	 identifying	
the	importance	of	Dasein	(literally	translated	as	‘there-being’).	He	felt	that	it	was	not	possible	
to	 describe	 the	 world	 and	 experiences	 without	 addressing	 individuals’	 assumptions,	






create	 shared	 themes	 whilst	 still	 recognising	 that	 individuals’	 experiences	 are	 unique	 and	
cannot	 be	 generalised.	 IPA	 provides	 an	 interpretative	 basis	 for	 its	 concept.	 Stipulating	 an	
interpretive	approach	whereby	experiences	of	coercion	into	drug	treatment	and	how	these	
are	 perceived	 play	 a	 key	 role	 in	 this	 analysis.	 It	 provides	 a	 meaning	 to	 how	 objects,	
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provision	 and	 processes	 as	 well	 as	 who	 workers	 are.	 This	 will	 enable	 me	 to	 picture	 their	
experiences	 and	 visualise	 their	 experiences,	 providing	 depth	 and	 understanding.	 In	 this	
research,	phenomenology	plays	an	important	role.	As	stated	earlier,	most	of	research	carried	
out	on	coercion	has	been	based	on	assumptions	relating	to	what	it	means	to	be	coerced	into	
treatment	 (Gregoire	&	 Burke,	 2004;	 Perron	&	 Bright,	 2007).	 The	 use	 of	 this	 approach	will	














Hermeneutics	 forms	 an	 important	 part	 of	 IPA	 as	 it	 provides	 a	 routed	 interpretive	
phenomenological	approach	to	analysis,	 taking	 into	account	various	 influential	aspects	to	a	




interpretation.	 IPA	 acknowledges	 that	 my	 engagement	 with	 the	 transcripts	 has	 an	




IPA	 recognises	 that	 the	 researchers	 will	 influence	 the	 interpretation	 of	 these	 experiences	
according	 to	 “common-sense	 thinking	 of	 men”	 (Schutz,	 1962,	 p.59).	 Phenomenological	
research	 has	 been	 criticised	 for	 how	 texts	 and	 dialogues	 are	 being	 examined	 due	 to	 the	













delving	 deeper	 into	 their	world.	My	wealth	 of	 experience	 and	 knowledge	will	 however	 be	
invaluable	 in	 the	 analysis	 of	 transcript	 and	provide	 added	data	 to	 analyse	 and	understand	
participant	 responses	and	 interpretations	of	 their	world,	 therefore	enhancing	 the	 research	
rather	than	hindering	the	process.		
Idiography	
The	 final	 approach	which	 has	 an	 important	 influence	 on	 IPA	 is	 idiography.	 Idiography	 is	 a	
description	 of	 a	 specific	 phenomenon	 with	 unique	 properties	 and	 histories.	 Maykut	 and	
Morehouse	(1994)	characterised	it	as	a	richly	detailed	and	uniquely	holistic	representation	of	
words	and	actions	that	attempt	to	describe	a	situation	as	experienced	by	its	participants.	In	





been	 founded	on	 the	use	of	nomothetic,	 taking	away	 the	 variations	 in	 treatment	 services,	
individuals’	background,	values	as	well	as	variations	in	the	application	of	policies	and	acts.	The	






















reflection	 and	 understanding	 of	 individual	 experiences	 of	 coercion	 and	 its	 impact	 on	 the	
management	 of	 substance	 misuse.	 This	 will	 enable	 a	 different	 approach	 and	 wider	
understanding	of	the	impact	of	coercion	on	individuals.	
Focus	groups	







interview	 (Merton	&	 Kendall,	 1946;	Merton,	 Fiske	&	 Kendall,	 1956)	 and	 applied	 its	 use	 in	
research.	However,	it	was	not	until	the	late	1980s,	early	1990s	that	focus	groups	generated	





a	 safe	 forum	 to	 express	 views	 whereby	 participants	 are	 not	 obligated	 to	 answer	 every	
question.	Participation	may	also	be	empowered	be	each	other	through	group	membership,	by	
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to	 be	 directed,	 steering	 the	 discussion	 in	 the	 areas	 of	 interest.	 Despite	 the	 need	 for	 an	
objective	direction	within	 the	 focus	groups,	my	experience	and	knowledge	of	 the	 research	










My	 role	 as	 a	 facilitator	 within	 this	 research	 is	 very	 important	 due	 to	 my	 experience	 and	
knowledge	of	the	area	of	research,	treatment	setting	and	service	users.	It	will	be	important	






(Morgan	&	 Kreuger,	 1993,	 p.139).	 In	 addition	 to	 this,	 group	 interactions	 also	 bring	 a	 new	
dimension	of	understanding	to	the	data	collected	where	perspectives	and	critical	comments	
can	 be	 developed	 along	 with	 an	 exploration	 through	 participant	 interactions	 of	 types	 of	
solutions.	They	have	been	known	to	generate	more	critical	comments	than	interviews	(Geis,	
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Fuller	&	Rush,	1986;	Watts	&	Ebbutt,	1987)	which	will	provide	me	with	the	ability	to	further	
explore	 experiences	 and	 enable	 challenges	 from	 other	 participants,	 which	 is	 ideal	 for	
generating	questions	and	areas	of	interest	for	in-depth	interviews.		
One	of	the	main	criticisms	of	focus	groups	is	that,	although	it	provides	information	regarding	




schedule	 to	 subsequently	 further	 address	 personal	 experiences	 in	 further	 depth	 through	
interviews.	 	 Group	 dynamics	 also	 makes	 it	 difficult	 for	 research	 to	 infer	 on	 attitudinal	
consensus	and	to	measure	strength	of	opinion.	However,	the	aims	of	the	thematic	analysis	are	







and	 reinforce	 roles	 and	 dynamics	 of	 potentially	 dominant	 participants,	 further	 silencing	
individual	voices	(Kitzinger,	1995).	Confidentiality	has	however	caused	some	difficulties	in	the	
focus	group	process.	Pre-existing	groups	may	make	self-disclosure	more	difficult,	especially	




in	 the	 setting.	Where	 individuals	 do	not	 know	each	other,	 depending	on	 the	homogenous	





2000;	 Flowers,	Duncan	&	Knussen,	 2003;	Dunne	&	Quayle,	 2001)	within	 IPA.	 Smith	 (2004)	
expressed	 his	 concerns	 around	 their	 use	 due	 to	 potential	 group	 dynamics	 which	 could	
significantly	impact	on	the	participants’	description	of	their	world.	As	discussed	above,	the	aim	
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of	 the	 focus	groups	 in	 this	methodology	 is	 to	generate	new	 ideas	and	 identify	perceptions	
around	the	role	of	coercion	in	the	management	of	substance	misuse.	The	use	of	focus	groups	
will	 enable	 me	 to	 generate	 information	 regarding	 views	 and	 perceptions	 in	 the	 London	
borough	of	Hackney	relating	to	the	processes	and	impact	of	coercive	measures	on	individuals.	











2.	How	much	of	 a	 choice	did	 you	 feel	 you	had	 in	 this	 process?	 (When	engaging	 in	















start	off	with	a	more	observatory	 role	 in	 the	beginning	of	a	 session	and	 then	have	a	more	


















groups,	 I	 opted	 to	 access	 an	 already	established	 service	user	 group	 in	 the	 community.	My	
reasoning	behind	 this	was	 to	ensure	participants	were	able	 to	 freely	discuss	 issues	around	
their	drug	treatment	and	experiences	in	a	safe	environment	where	they	trusted	individuals.	In	
addition	 to	 this,	having	been	 through	similar	paths	and	supporting	each	other	 through	 the	
service	user	involvement	council	enabled	participants	to	challenge	their	views	and	reminisce	
on	shared	experiences	within	the	focus	group.	Middleton	and	Edwards	(1990)	discussed	the	
impact	 of	 collective	 remembering	 which	 was	 appropriate	 and	 beneficial	 to	 my	 research.	




A	date	was	arranged	 for	 the	 focus	group	 to	 take	place	with	 the	Hackney	Service	User	 (SU)	
Development	 Worker	 who	 informed	 all	 representatives	 at	 the	 monthly	 Service	 User	
Involvement	 meeting	 the	 previous	 month	 for	 them	 to	 take	 part	 in	 the	 focus	 group.	 All	
representatives	were	subsequently	contacted	by	phone	by	the	SU	development	worker	in	the	
two	 days	 leading	 to	 the	 focus	 group	 as	 a	 reminder.	 Unfortunately,	 only	 two	 service	 user	
representatives	 attended	 the	 focus	 group	 and	 neither	 had	 previous	 experience	 of	 being	
coerced	into	drug	treatment	or	a	history	of	drug	use.	The	focus	group	however	went	ahead	to	
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had	 been	 involved	 with	 the	 criminal	 justice	 system.	 I	 felt	 that	 this	 would	 enable	 me	 to	
maximise	 attendance,	 as	 well	 as	 provide	 a	 wider	 range	 of	 views	 and	 descriptions	 of	
participants’	 experiences	 of	 coercion	 within	 the	 criminal	 justice	 system.	 Participants	 were	
again	accessed	through	the	SU	development	worker	who	sent	out	email	 invites	to	all	three	
treatment	providers	within	the	borough	and	service	user	representatives	once	again.	Follow	
up	emails	and	phone	calls	were	made	 in	 the	 two	days	 leading	 to	 the	 focus	group	again	 to	
encourage	attendance.	On	this	occasion,	three	service	users	attended.	Although	these	were	
not	 pre-formed	 groups,	 all	 participants	 knew	 each	 other	 well	 and	 attended	 similar	 peer	
support	 groups	 which	 enabled	 them	 to	 reflect	 on	 their	 experiences	 and	 assist	 in	 the	
recollection	process	 in	a	 similar	way	 to	 formed	groups	 (Middleton	&	Edwards,	1990).	They	




who	took	part	 in	the	focus	groups	were	male.	 It	 is	 important	at	this	stage	to	reflect	on	the	





research.	 My	 knowledge	 and	 experience	 of	 the	 field	 had	 the	 potential	 to	 impact	 on	 my	



















the	 identification	 of	 skills,	 knowledge	 and	 information	 that	 assisted	 participants	 in	making	
positive	 changes	 to	 their	 lifestyles	 and	 supporting	 their	 recovery	 which	 have	 lacked	 from	
research	on	the	effectiveness	of	coercion.		
The	analysis	of	the	focus	group	identified	different	stages	of	coercion	which	appeared	key	in	




their	 relationship	 on	 how	 coercion	 is	 experienced.	 A	 substantial	 part	 of	 the	 focus	 group	





The	 Themes	 that	 emerged	 from	 the	 focus	 group	 provided	 a	 timeline	 of	 the	 processes	
individuals	went	through	in	their	recovery.	A	description	of	their	world	when	actively	using	
substances	 became	 apparent.	 Their	 journey	 subsequently	 seemed	 to	 take	 them	 through	
challenges	they	may	have	encountered	whereby	they	questioned	their	drug	use	and	lifestyle.	
Participants	subsequently	recognised	the	benefits	of	addressing	their	substance	use	and,	once	
they	 accepted	 treatment	 and	 engaged,	 they	 identified	 additional	 benefits	which	 sustained	
their	 engagement.	 Based	 upon	 these	 cornerstones	 in	 participants’	 journey,	 the	 following	
interview	 schedule	 was	 devised	 which	 identified	 and	 recognised	 these	 areas.	 A	 schedule	
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4.	 Taking	away	your	 involvement	 in	 criminal	 justice	processes	at	 the	 time,	how	ready	
were	you	to	change?	For	what	reasons?	(How	much	of	a	choice	do	you	feel	that	you	
had	in	this	process?	What	were	your	options?	How	fair	do	you	think	the	process	was?	
Do	 you	 think	 you	were	 in	 the	 right	 frame	 of	mind	 to	make	 the	 decision	 to	 access	
treatment?)	
5.	 Looking	back	on	the	influences	you	have	experienced	(cite	examples	from	legal,	social	
&	 psychological),	which	would	 you	 say	were	 the	most	 influential	 in	 getting	 you	 to	




accessed	 treatment	 voluntarily?	 (In	 your	 experience,	 do	 you	 feel	 that	 you	 have	
benefited	from	being	coerced	in	anyway?	How	would	you	compare	your	relationship	





These	 were	 formulated	 to	 look	 at	 factors	 enabling	 access	 and	 sustained	 engagement	 in	
treatment,	readiness	to	change	to	enable	a	reflection	of	these	accounts,	factors	which	have	
enabled	change	and	how	these	differ	between	accessing	treatment	through	criminal	justice	
routes	 and	 voluntarily.	 Despite	 the	 identified	 benefits	 of	 coercion,	 peers	 and	 facilitators,	 I	
chose	not	to	specifically	enquire	about	these	in	the	interview	schedule	to	enable	individuals	
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Interviews	 also	 enable	 researchers	 to	 seek	 clarification	 and	 delve	 into	 themes	 that	 arise,	
providing	 an	 opportunity	 to	 explore	 these	 further.	 Previous	 research	 has	 identified	 that	
coercion	is	a	very	complex	aspect	(Hough	et	al,	2003).		
Due	 to	 my	 experience	 and	 knowledge	 in	 the	 field,	 I	 decided	 to	 opt	 for	 semi	 structured	
interviews	to	carry	out	this	research	to	ensure	a	controlled	approach	to	limit	the	impact	of	my	








to	 disseminate	 to	 service	 users.	 The	 only	 criterion	 was	 for	 individuals	 to	 have	 been	
involvement	with	the	criminal	justice	system.		




to	 ensure	 data	 achieved	 saturation	 where	 no	 new	 or	 relevant	 information	 emerged.	
Participants	from	the	focus	group	who	had	consented	to	being	contacted	to	take	part	in	the	
interviews	 were	 also	 contacted	 by	 the	 Hackney	 Service	 User	 Development	 Worker.	 This	
sampling	 method	 and	 selection	 criteria	 provided	 comprehensive	 insight	 into	 participants’	
experiences	of	coercion	within	the	criminal	justice	system.		
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I	provided	the	Service	User	Development	Worker	with	two	days	for	participants	to	be	booked	
in	 for	 interviews.	Two	participants	attended	on	 the	 first	day	and	 two	on	 the	 second	day.	 I	
subsequently	started	the	analysis	of	the	interviews	and	felt	that	additional	data	was	needed	
to	 continue	 building	 an	 informative	 analysis	 of	 participants’	 experiences	 of	 coercion.	 I	









and	 care.	 In	 order	 to	 identify	 the	 likely	 impact	 of	 the	 research	 on	 society	 as	 a	 whole,	
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and	interviews	and	what	was	expected	of	them.	In	addition	to	this,	 it	provided	participants	
with	 comprehensive	 information	 regarding	 confidentiality	 and	 anonymity,	 describing	 the	
process	of	data	collection	and	the	removal	of	any	potentially	identifiable	data.	The	information	





group	 and	 interviews	which	 again	 outlined	 the	purpose	of	 the	 research	 and	how	 the	data	
collected	would	be	used	and	analysed.	These	were	fully	discussed	with	the	participants	before	
the	 interviews	 to	 ensure	 they	 understood	 its	 content	 and	 to	 avoid	 any	 assumptions	 that	
participants	could	read.	Participants	were	also	provided	with	the	opportunity	to	discuss	any	
queries	 or	 concerns	 relating	 to	 the	 research	 or	 confidentiality	 before	 and	 after	 the	 focus	
groups	as	well	as	the	interviews.	All	collected	information	was	non-attributable	by	using	a	code	






questions	 to	 be	 answered	 prior	 to	 consent	 being	 taken.	 Great	 care	was	 taken	 in	 order	 to	
safeguard	participants	during	this	research.	Minimising	the	sensitive	information	collected	and	











that	 could	 have	 arisen	 from	 taking	 part	 in	 the	 research.	 Participants	 were	 also	 given	 the	
















should	not	 impact	on	 the	 reputation	of	any	organisations	or	 individuals	within	 the	London	
borough	of	Hackney	as	only	participants’	perceived	experiences	and	views	were	being	sought	





our	 exploration	 of	 how	 coercive	 measures	 and	 contemporary	 drug	 policies	 could	 impact	
service	 users	 and	 enable	 the	 identification	 of	 effective	 factors	 in	 the	 treatment	 and	
rehabilitation	of	drug	using	offenders.	




in	 both	 research	 (Wild,	 2006;	 Urbanoski,	 2010)	 and	 UK	 policies	 (Home	 Office,	 2010;	
Department	of	Health,	2012).	As	discussed	throughout	this	thesis,	there	have	been	conflicting	
views	 around	 the	 effectiveness	 of	 coercion	 as	 a	 crime	 control	 and	 substance	 misuse	
management	 approach.	 Accordingly,	 Stevens	 and	 his	 colleagues	 (2006	&	 2008)	 explored	 a	
more	 comprehensive	 analysis	 of	 service	 users’	 views	 on	 the	 coercive	 disposition	 of	 legal,	
psychological	 and	 social	 factors	 on	 their	 treatment	 using	 between	 method	 triangulation.	
Despite	 finding	 inconclusive	 results	 in	 their	 research,	 they	 suggested	 that	 there	 was	 no	
significant	difference	between	coerced	and	voluntary	individuals	in	treatment	outcomes.	With	
this	in	mind,	the	use	of	Interpretative	Phenomenological	Analysis	was	chosen	in	this	research	
to	enable	 a	better	understanding	of	 the	heterogeneity	of	 coercion.	As	 suggested	by	 Smith	




and	 what	 it	 means	 to	 be	 coerced.	 They	 also	 illustrate	 participants’	 recommendations	 on	
improvements	that	could	be	made	to	current	drug	policy	to	improve	outcomes,	treatment	and	
recovery.	This	chapter	will	provide	an	analysis	of	the	findings	from	the	two	focus	groups	and	








appropriate	measures	were	 taken	 to	 explore	 how	 coercion	 is	 experienced	 and	 the	 impact	
other	factors	could	have	on	these	experiences.		
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Results	































































Biggest	 part	 for	me	was	 the	 quality	 of	
the	facilitators	























Participants	were	 initially	 asked	 to	 describe	 their	 experiences	 of	 accessing	 drug	 treatment	
through	criminal	justice	routes.	This	provided	insight	into	what	it	meant	to	them	to	be	coerced	
into	treatment	and	aspects	which	they	felt	were	important	through	their	experiences.	They	
provided	an	account	of	what	 led	 them	 to	 accept	 coerced	 treatment	 and	 the	benefits	 they	
experienced	through	this	as	a	result.	
Sub-Theme:	Choice	
Participants	 were	 asked	 how	 much	 of	 a	 choice	 they	 felt	 they	 had	 to	 accept	 or	 decline	






on	his	physical	 and	mental	health	as	opposed	 to	a	 lack	of	 choice	 from	 the	 criminal	 justice	
system.	 In	my	 line	of	work,	 I	 have	on	occasion	 come	across	 service	users	who	are	 equally	
desperate	to	be	given	the	chance	to	address	their	substance	use	and	feel	that	they	do	not	have	








much	 presented	 in	 favour	 of	 treatment	 as	 Hough	 predicted	 (1996).	 Fred	 however	 later	
explained	how,	in	the	past,	he	had	been	approached	by	drugs	workers	whilst	in	police	custody	
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but	 declined	 to	 speak	 to	 them	 and	 never	 contemplated	 the	 possibility	 of	 being	 granted	


















accepting	 coerced	 treatment	 as	 a	 way	 of	 avoiding	 prison.	 Graeme	 justified	 his	 reason	 for	
avoiding	prison	by	explaining	 that	had	he	not	accepted	coerced	 treatment,	he	would	have	
received	a	lengthy	prison	sentence	due	to	the	nature	of	the	crime	he	had	committed:	
“…	 it	was	more	 really	a	get	out	of	 jail	 free	 […]	 I	weren’t	gonna	get	 six	months,	 I’m	
talking	about	years	you	know	what	I	mean”	(Graeme,	l.133)	
However,	he	went	on	to	explained	how	he	was	only	able	to	complete	four	weeks	on	his	Drug	
Rehabilitation	Requirement	 (DRR)	before	being	breached	and	 receiving	 a	 lengthy	 custodial	
sentence.	Young	(2002)	found	that	those	who	faced	prison	sentences	over	three	years	were	
more	 likely	 to	 remain	 in	 treatment.	Although	Graeme	 remained	 in	 treatment	 for	only	 four	
weeks,	 he	 reported	being	 able	 to	 achieve	 abstinence.	 This	was	 supported	by	 him	being	 in	
residential	 treatment	 which	 requires	 individuals	 to	 be	 abstinence	 from	 illicit	 substances.	
Similarly,	Fred	explained	that,	despite	not	being	ready	and	accepting	the	order	to	avoid	prison,	
























Through	 his	 account,	 it	 became	 evident	 that	 his	 alcohol	 use	 had	 a	 negative	 impact	 on	 his	








initially	 perceived	 low	 motivation	 to	 engage,	 Graeme	 and	 Fred	 both	 managed	 to	 sustain	
engagement	in	treatment	and	make	positive	changes	to	their	lives.		
























He	 continued	 by	 highlighting	 how	 coerced	 treatment	 also	 enabled	 him	 to	 start	 building	 a	
stable	 life	and	stop	offending.	Blanchard,	Morgenstern,	Morgan,	Labouvie	and	Bux,	 (2003),	
and	Longshore	and	Teruya	(2006)	found	that	individuals	may	be	willing	to	engage	in	treatment,	




This	 supports	 research	which	 found	 that	motivation	 is	 linked	 to	positive	 changes	 in	health	
behaviour	(Wild	et	al,	2006;	Deci	&	Ryan,	2008).	Participants	also	identified	that	whilst	they	
were	 engaged	 in	 drug	 treatment,	 coerced	 or	 voluntary,	 they	 stopped	 offending	 as	 per	
McSweeney	and	colleagues’	(2007)	research.		
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These	findings	accurately	reflect	my	experiences	in	the	field.	As	a	substance	misuse	worker,	I	
have	regularly	experienced	how	 levels	of	motivations	can	vary.	However,	 if	an	 individual	 is	










this	 depends	mainly	 on	whether	 individuals	 are	willing	 to	 use	 the	 skills	 taught.	 Regardless	
however,	even	if	an	individual	does	not	make	changes	at	the	time	of	treatment,	these	are	skills	








what	 this	 entails.	 Although	 this	 was	 explained	 to	 him	 prior	 to	 him	 accepting	 the	 DRR,	 he	
explained	that	he	did	not	understand	one’s	role	in	a	group	setting	or	that	it	would	require	him	
to	 discuss	 his	 experiences,	 be	 challenged	 on	 his	 beliefs	 and	 the	 emotional	 difficulties	 this	
entailed.	As	a	result,	he	disengaged	from	treatment	as	he	was	not	ready	for	such	an	emotional	
challenge.	
Participants’	 accounts	 showed	 that	 despite	 avoiding	 prison	 being	 the	main	 factor	 in	 them	
accessing	treatment,	they	gained	a	variety	of	benefits	through	accepting	coercion.	Reduced	
drug	use,	not	offending,	gaining	skills	to	reach	and	maintain	abstinence	were	some	of	the	most	
important	 benefits	 they	 identified	 from	 coerced	 treatment.	 Ultimately,	 they	 felt	 that,	
regardless	 of	whether	 individuals	were	 ready	 to	 access	 treatment,	 coercion	 could	 provide	
access	to	treatment	which	wasn’t	something	that	they	had	experienced	or	even	thought	about	













Farabee	 and	 colleagues	 stated	 that,	 to	 make	 positive	 changes,	 individuals	 must	 “hit	 rock	


















that	 they	 all	 reached	 a	 point	 in	 their	 lives	 where	 they	 became	 increasingly	 aware	 of	 the	
negative	impact	their	substance	use	had	on	different	areas	of	their	lives	and	wanted	to	make	






As	 they	 recalled	 their	 experienced	 of	 coercion	 and	 treatment,	 participants	 described	 the	
impact	of	substances	on	their	health	and	behaviours.		They	described	factors	which	made	it	
more	difficult	for	them	to	access	and	maintain	engagement	in	treatment.	They	identified	that,	
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his	 ability	 and	 willingness	 to	 access	 treatment	 due	 to	 the	 challenges	 and	 difficulties	 this	
entailed.	All	participants	agreed	that	it	takes	time	for	them	to	change	their	behaviours	and	to	
be	able	to	sustain	these	behaviours	and	in	order	for	them	to	be	able	to	overcome	obstacles	of	
recovery,	 they	 need	 to	 be	 equipped	 with	 the	 right	 skills	 and	 support	 to	 overcome	 these	
successfully.	
Participants	also	went	on	to	recall	how	substance	use	took	over	their	 lives	and	became	the	
focus	 of	 their	 day	 to	 day	 routine.	 They	 explained	 how	 this	 made	 it	 difficult	 for	 them	 to	












of	 treatment	 and	 recovery.	 As	 a	 drugs	worker,	 I	 am	 always	 aware	 of	 the	 need	 to	 include	
meaningful	activities	such	as	education,	training	and	employment,	acupuncture	or	football,	to	
support	service	users	through	their	recovery.	As	Pahar	and	colleagues	(2008)	identified,	levels	
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When	 relaying	 their	 experiences	of	 coerced	 treatment,	 participants	 talked	 at	 length	 about	
what	they	gained	from	their	peers.	The	described	the	benefits	of	peer	support	both	as	a	source	
of	support	by	developing	healthy	relationship,	and	knowledge	where	they	could	learn	from	





alone	 as	 they	 realised	 they	 are	 not	 the	 only	 ones	 struggling	 with	 challenges.	 Participants	
explained	 how	 sharing	 experiences,	 feelings	 and	 struggles	 in	 groups	 with	 peers	 who	










something	 deeply	wrong	with	 them.	Discussing	 this	 in	 groups	 can	 enable	 discussions	with	
peers	and	create	a	safe	environment	where	they	are	not	 judged.	As	participants	 identified,	
through	sharing	experiences	and	concerns,	 the	challenges	described	 in	 the	previous	theme	
became	 easier	 for	 them	 to	 deal	 with	 as	 they	 were	 no	 longer	 alone	 experiencing	 these	
challenges	and	gained	new	skills	from	them	to	overcome	them.	




of	 recovery	 and	 enabling	 sustained	 engagement	 in	 treatment.	 Everyone	 recognised	 their	


























Keyworkers	 and	 peers	 played	 an	 important	 role	 in	 participants’	 sustained	 engagement	 in	
treatment	and	recovery.	Despite	the	challenges	and	difficulties	they	faced,	they	made	it	easier	
for	 them	 to	 sustain	 engagement	 in	 treatment	 and	 face	 obstacles	 rather	 than	 give	 up	 and	
disengage.	
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Super-Ordinate	Theme	4:	Recommendations	
At	 the	 end	 of	 the	 focus	 groups,	 participants	 were	 asked	 their	 views	 on	 how	 coerced	 and	
voluntary	treatment	could	be	improved.	
Sub-Theme:		Non-Treatment	Related	Activities	
Participants	 identified	 the	 need	 for	 more	 outings	 to	 take	 place	 through	 treatment	 where	
service	users	could	further	develop	healthy	relationships	and	structure	to	their	weeks.	As	they	
identified	through	their	accounts,	peers	support	was	a	very	important	aspect	of	treatment	as	
it	 provided	 them	with	 the	 ability	 to	 share	 experiences	 and	 develop	 healthy	 relationships.	
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coerced	drug	users.	Despite	 this,	 they	provided	an	 interesting	 insight	 into	 the	 impact	drug	
using	 offenders	 can	 have	 on	 non-coerced	 individuals	 which	 is	 important	 and	 can	 improve	
practice	for	the	benefits	of	both	coerced	and	voluntary	service	users.	The	analysis	of	the	focus	





The	 focus	 groups	 provided	 some	 important	 insight	 into	 how	 coercion	 is	 experienced	 and	
enabled	 me	 to	 identify	 aspects	 which	 participants	 felt	 played	 an	 important	 role	 in	 their	
experiences.	The	findings	reinforced	that,	despite	being	coerced	into	treatment,	participants	
were	 not	 unwilling	 to	 engage	 in	 treatment	 as	 the	 definition	 of	 coercion	would	 lead	 us	 to	
believe	(Seddon,	2009).	They	reported	having	some	element	of	choice	however	this	remained	
unclear	and	exploring	this	further	in	the	interviews	was	needed	to	provide	further	insight	into	
how	 coercion	 is	 experienced	 and	 whether	 individuals	 experience	 pressures	 or	 threats	 to	




I	 may	 not	 have	 held	 as	 much	 importance	 to	 without	 using	 focus	 groups	 to	 develop	 the	
interview	schedule.	They	made	me	realise	that	despite	levels	of	motivation	to	address	one’s	










Table	 2	 below	 illustrates	 the	 super-ordinate	 and	 sub-themes	 from	 the	 semi-structured	
interviews	as	well	as	key	words	and	statements	from	participants:	
Themes	 Line	 Key	words	
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(PHE,	2014).	 	The	average	age	for	first	accessing	treatment	within	this	sample	was	31	years	






types	of	 treatment	 services	 they	had	accessed	over	 the	years;	all	had	 received	one	 to	one	
support,	 and	 57%	 had	 engaged	 in	 group	 work	 and	 substitute	 prescribing.	 Only	 42%	 had	
received	 inpatient	 residential	 treatment,	 community	 detoxification	 and	 inpatient	




	 Andrew	 John	 Steve	 Alex	 Tom	 Dave	 Harry	
>	3	years	substance	misuse	 ü 	 ü 	 ü 	 	 	 ü 	 ü 	
>	3	years	history	of	offending	 ü 	 ü 	 	 ü 	 	 ü 	 ü 	
Experience	of	DRR	/	DTTO	 ü 	 ü 	 ü 	 ü 	 	 ü 	 ü 	
IOM	Scheme	 ü 	 ü 	 	 ü 	 	 ü 	 ü 	
Supportive	social	network		
(as	defined	by	the	participants)	
ü 	 ü 	 	 	 ü 	 ü 	 ü 	
Peer	support	
(as	defined	by	the	participants)	
	 ü 	 	 ü 	 	 	 	
Experience	 of	 residential	
treatment	
	 ü 	 ü 	 	 	 ü 	 	
Currently	abstinent	from	illicit	
and	prescribed	substances	




ü 	 	 	 	 ü 	 ü 	 ü 	
Currently	on	licence	/	
community	order	
	 	 ü 	 	 	 ü 	 	
Previously	reached	
abstinence	through	DRR	


















Further	 information	 was	 gathered	 from	 participants’	 accounts	 and	 the	 below	 were	 put	
together	to	provide	an	enhanced	understanding	of	their	experiences	as	an	introduction	to	the	





of	 months	 at	 a	 time.	 At	 the	 time	 of	 the	 interview,	 he	 was	 on	 the	 Integrated	 Offender	
Management	(IOM)	scheme	but	was	not	required	to	engage	with	them.	He	described	being	
offered	a	DRR	on	one	occasion	but	following	failure	to	engage	with	services	he	was	remanded	
in	 custody	 shortly	 after.	 He	 reported	 heroin	 and	 alcohol	 as	 being	 his	 most	 problematic	
substances.	At	the	time	of	interview,	he	was	doing	well	 in	his	recovery	and	has	not	been	in	
prison	for	over	a	year.	He	reported	being	stable	on	a	methadone	prescription	with	no	illicit	
substance	use.	However,	he	stated	 that	he	still	enjoyed	a	 social	drink	but	 that	 this	was	no	






He	 received	 a	 DRR	 two	 years	 prior,	 which	 he	 completed	 and	 subsequently	 maintained	
abstinence	 for	 the	 following	 18	months	 until	 he	 relapsed.	He	 stated	 that	 he	 had	 accessed	
treatment	on	a	voluntary	basis	on	several	occasions	but	mainly	in	prison.	He	had	a	10-year-old	
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son	who	 he	was	 trying	 to	 get	 back	 into	 his	 custody.	 At	 the	 time	 of	 the	 interview,	 he	was	
abstinent	 from	all	 illicit	 substances	and	was	not	on	any	substitute	medication.	He	engaged	
with	peer	support	groups	such	as	Narcotics	Anonymous	(NA)	and	in	treatment	through	the	










when	 he	managed	 to	 reach	 abstinence.	 He	 received	 his	 first	 DTTO	 in	 2002	where	 he	was	







never	 been	 involved	 in	 the	 criminal	 justice	 system	 until	 September	 2014	 when	 he	 was	






Dave	 reported	 first	 accessing	 treatment	 through	 a	 DTTO	 in	 1993	 where	 he	 engaged	 in	
treatment	for	6	weeks	until	he	was	breached.	He	reported	being	subsequently	granted	a	DRR	
in	 2005	 where	 he	 was	 required	 to	 access	 residential	 treatment.	 He	 explained	 how	 he	
completed	the	first	stage	and	successfully	moved	on	to	the	second	stage	where	he	maintained	
abstinence	 for	 several	 months	 as	 he	 felt	 ready	 to	 address	 his	 substance	 use.	 In	 2008,	 he	
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reported	 how	he	 referred	 himself	 to	 residential	 treatment	 but	 only	 completed	 5	 days.	 He	
explained	that	he	had	a	long	history	of	substance	misuse	and	offending	and	was	on	the	IOM	






reaching	 abstinence	 for	 several	 months.	 He	 stated	 that	 heroin	 was	 his	 most	 problematic	
substance	which	had	led	to	his	offending	behaviour.	At	the	time	of	interview,	he	was	on	the	





The	 following	 section	 provides	 the	 results	 an	 analysis	 of	 the	 semi-structured	 interviews.	 It	
presents	the	super-	and	sub-ordinate	themes	that	arose	from	these	interviews	and	draws	on	







this	 research,	 it	 has	 become	 apparent	 that	 individuals’	 experiences	 and	 the	 journey	 of	
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apart	from	Tom	and	Harry.	Tom	had	never	been	to	prison	and	had	never	been	offered	a	Drug	
Rehabilitation	 Requirement	 (DRR)	 and	 Harry	 reported	 wanting	 to	 address	 his	 substance	
misuse	when	offered	the	opportunity.	When	recollecting	their	lives	as	drug	users,	the	cycle	of	




























use	 they	 had	 had	 enough	 of	 when	 accepting	 coerced	 treatment	 but	 rather	 its	 associated	
lifestyle	 which	 corresponds	 with	 Longshore	 &	 Teruya’s	 (2006)	 theory	 on	 resistance	 and	
reactance.	 When	 assessing	 individuals	 for	 their	 suitability	 of	 drug	 treatment	 as	 part	 of	 a	































them	 to	 fail	 or	 to	 succeed.	 Enabling	 reflection	 of	 experiences	 through	 motivational	
interviewing	 supports	 individuals	 to	 learn	 about	 their	 triggers,	 their	 cravings	 and	 their	
behaviours	 which	 can	 lead	 to	 positive	 behaviour	 change	 (Miller	 &	 Rollnick,	 2002).	 Alex’s	
recollection	of	events	when	he	was	using	substances	highlighted	the	 loneliness	he	 felt	and	
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2008)	 could	 assist	 us	 in	 understanding	 the	 positive	 behaviour	 change	 that	 participants	
experienced	despite	reporting	that	they	were	not	ready	to	engage	in	treatment.	Ryan	and	his	








































“Every	day	 I	was	 scared.	 It	was	all	 fear-based.	 I	was	 scared	of	 being	honest;	 I	was	
scared	of	being	judged”.	(Alex,	l.382)	







justice	 system	 and	 being	 referred	 to	 drug	 and	 alcohol	 services	 took	 away	 the	 shame	 and	
embarrassment	of	seeking	treatment	by	creating	an	opportunity	for	them	to	depersonalise	













His	 account	 coincides	 with	 Stevens	 and	 his	 colleagues’	 (2005)	 findings	 that	 he	 was	 not	
necessarily	ready	or	wanted	to	address	his	drug	use,	but	the	DRR	created	an	opportunity	which	






treatment	 and	 advise	 them	 of	 what	 to	 expect	 and	 steps	 to	 take	 to	 enhance	 treatment	
experience	and	outcomes.	If	they	engage	in	treatment	and	want	to	address	their	drug	use,	the	
reality	is	that	they	will	need	to	break	ties	with	their	peers	as	the	nature	of	their	relationship	















relapse.	 In	 John’s	 case,	 he	 acted	 as	 if	 it	was	 never	 his	 intention	 in	 the	 first	 place	 and	was	
‘forced’	to	do	it.		




this	 research	may	 provide	 better	 understanding	 as	 to	 why	 this	 may	 be	 seen	 as	 the	 case.	










his	 life,	 where	 he	 tried	 to	 convince	 himself	 that	 it	 would	 be	 ok;	 not	 because	 he	 did	 not	
recognise	a	need	for	treatment	but	rather	because	being	in	denial	was	easier	for	him	to	deal	
with	what	was	happening	in	his	life.	I	regularly	see	this	pride	in	my	service	users	but	it	often	




often	hear	how	service	users	always	 thought	 that	 they	would	never	become	 like	 that,	 yet,	















From	the	previous	sub-theme,	we	 identified	 three	 types	of	 individuals:	 those	who	have	no	
interest	 in	making	changes	and	will	 accept	a	DRR	but	will	never	actually	access	 treatment,	
those	who	accepted	DRRs,	engaged	in	treatment	and	made	positive	behaviour	change	but,	in	





ready	 for	 treatment	 and	 wanting	 to	 change,	 however,	 through	 their	 accounts,	 it	 became	
apparent	that	they	had	themselves	been	ready	for	treatment	just	by	being	open	to	treatment.		
As	per	my	question	earlier,	what	does	being	treatment	ready	mean	and	what	does	it	look	like?	
The	 simple	 fact	 that	 participants	 could	 sustain	 engagement	 and	 abstinence,	 although	
sometimes	for	a	limited	period	of	time,	would	suggest	that	being	open	to	change,	accepting	
















Recovery	 basically,	 you	 can	 replace	 the	 word	 recovery	 with…	 time	 for	 self-






quote	 reinforces	 that	 achieving	 abstinence	 is	 easy	 but	 maintaining	 it	 is	 more	 difficult	
(Biernacki,	1986).	Maintaining	recovery	when	an	individual’s	motivation	is	misplaced	(such	as	
wanting	to	address	its	side	effects	such	as	ill	health	and	imprisonment),	it	will	not	be	possible	
to	 sustain	 abstinence.	 In	 participants’	 case	 in	 this	 research,	 this	was	 true	 as	 it	 did	 lead	 to	





The	 question	 is,	 can	 treatment	 address	 controlled	 motivations	 and	 turn	 them	 into	
autonomous	ones?	This	will	be	further	explored	in	the	next	super-ordinate	theme.	
Sub-Themes:	Legal	pressures	
There	 are	 often	 assumptions	 that	 individuals	 are	 forced	 into	 treatment	 and	 that	 criminal	
justice	agencies	make	use	of	threats	and	pressures	to	encourage	and	keep	them	in	treatment	
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thought	 in	 a	 different	way	 like	 thinking	 “I	 have	 to	 do	 this,	 it’s	 the	 courts”	 I’m	 not	
thinking	about	it	as	it’s	there	to	help	me,	so	I’m	thinking	of	it	in	a	negative	sense,	when	
you	actually	realise	they’re	looking	to	help	me…	[…]	they	had	a	little	bit	of	an	impact	








‘excuse’	 to	 his	 peers	 to	 engage	 in	 treatment;	 he	 explained	 that	 he	 was	 intrigued	 about	
treatment	and	wanted	to	make	a	change	but	was	scared.	Telling	himself	that	he	had	no	choice	
in	the	process	may	have	been	his	way	of	depersonalising	the	process	and	allow	him	to	try,	
make	 mistakes	 and	 potentially	 fail.	 Through	 reflection,	 he	 recognised	 however	 that	 his	
probation	officer	and	the	courts	were	merely	there	to	help	him	and,	had	he	potentially	been	
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their	 actions.	 Although	 this	 can	 be	 the	 more	 difficult	 side	 of	 my	 job	 and	 needs	 to	 be	
approached	 appropriately,	 service	 users	 tend	 to	 eventually	 accept	 and	 acknowledge	
responsibility	 in	given	situations	and	apologise	for	their	behaviour.	Drug	workers	are	highly	
trained	 to	 manage	 difficult	 conversations	 and	 challenging	 behaviour;	 highlighting	
consequences	 and	 their	 choices	 are	part	of	 treatment	 to	 support	 individuals	 through	 their	
recovery.	As	 John	explained,	 “I	didn’t	 realise	 that	every	action	has	a	 reaction”	 (l.135).	Alex	
recalled	similar	experiences	of	probation	whereby	his	probation	officer	was	there	to	reiterate	
the	 potential	 consequences	 of	 failing	 to	 comply	 with	 his	 order.	 However,	 he	 was	 able	 to	







actions	 had	 the	 potential	 to	 influence	 behaviour	 change	 rather	 than	 being	 perceived	 as	
threats.		
Harry	similarly	recalled	a	good	relationship	with	his	probation	officer	who	was	supportive	of	
his	 rehabilitation	 and	 how	 he	went	 above	 and	 beyond	 his	 responsibilities	 to	 assist	 him	 in	
making	positive	changes	to	his	life.	In	their	research,	Stevens	and	colleagues	(2006)	found	that	
those	 entering	 treatment	 through	 criminal	 justice	 routes	 felt	 more	 pressure	 to	 be	 there	
compared	to	their	voluntary	group.	They	found	however	that	this	increased	pressure	was	not	
felt	by	all.	This	could	be	further	explained	by	Ryan	et	al’s	(2008,	p.3)	self-determination	theory	















from	 probation	 officers.	 With	 pressures	 from	 the	 government	 to	 meet	 targets	 against	
successful	 completions	 of	 orders,	 there	 are	 inconsistencies	 amongst	 probation	 officers	 in	
enforcing	 compliance	 with	 orders	 due	 to	 workloads	 and	 lack	 of	 resources	 (Hedderman	 &	
Hough,	 2000).	 Dave’s	 account	 appears	 to	 suggest	 that	 probation	 did	 not	 enforce	 the	
requirements	of	his	order	imposed	by	the	courts.	However,	he	was	on	the	IOM	scheme	and,	
through	my	 experience,	 it	 is	 possible	 that	 Dave’s	 keyworker	 and	 the	 IOM	 team	may	 have	
played	an	important	part	 in	Dave	not	being	breached.	There	are	several	occasions	when	as	
drugs	workers,	we	see	progress	and	changes	that	service	users	make	and	we	can	argue	with	
probation	 that	 an	 individual	 should	 not	 be	 breached.	 Whilst	 on	 a	 DRR,	 service	 users	 are	
regularly	required	to	attend	a	court	review	within	the	first	16	weeks	of	their	orders	(Criminal	


















choice	 and	 individuals’	 ability	 to	 relate	 to	 the	 purpose	 of	 treatment.	 Participants	 in	 this	
research	 reported	 that,	 although	 they	 were	 not	 ready	 for	 treatment,	 they	 sustained	
engagement	in	treatment	and	were	able	to	make	positive	behaviour	changes.		All	recognised	













In	 order	 to	 increase	 our	 understanding	 of	 how	 social,	 psychological	 and	 legal	 factors	 can	
impact	 on	 service	 users’	 motivation,	 this	 super-ordinate	 theme	 will	 explore	 what	 led	
participants	 to	 access	 treatment,	 whether	 coerced	 or	 voluntary.	 As	 participants	 described	















are	 being	 honest;	 honest	 about	 their	 reasons	 for	missing	 appointments,	 for	 failing	 to	 fully	
engage	in	treatment.	In	my	experience	and	as	participants	explained,	these	lies	are	to	either	
manipulate	situations	to	sustain	their	drug	use	or	as	a	result	of	their	fear;	fear	to	appear	week	
to	 peers	 and	 fear	 of	 failure	 as	 described	 in	 the	 previous	 theme.	As	 Longshore	 and	 Teruya	





















“I	 really	didn’t	want	 to	be	a	battery	basically:	 to	 take	gear	 [heroin]	 to	 liven	me	up.	










provider	 to	ask	 for	his	methadone	 to	be	 increased,	however,	 the	 fear	of	being	 judged	and	
shame	of	his	actions	stopped	him	from	discussing	this	with	his	keyworker.		
























As	 Farabee	 and	 colleagues	 (1998)	 found,	 having	 had	 enough	 was	 participants’	 reason	 for	


























They	started	to	realise	that	there	was	more	to	their	 lives	than	 just	using	substances.	 In	my	
work,	 I	 often	 see	 service	 users	 recalling	 similar	 experiences,	 explaining	 the	 impact	 their	









life.	 Something	 I’d	 never	 thought	 would	 happen	 again,	 you	 know	 what	 I	 mean…”	
(Andrew,	103)	
Harry	described	a	similar	experience	when	he	met	his	partner	and	developed	aspirations	for	a	
better	 life	 with	 her	 and	 for	 her.	 Through	 Andrew,	 Dave	 and	 Harry’s	 accounts,	 family	 and	
significant	others	were	identified	as	important	aspects	in	enabling	them	to	access	treatment.	
However,	 John’s	experience	provided	a	different	aspect	 relating	to	 the	 impact	 families	and	
friends	can	have	on	individuals’	recovery.	He	explained	how	he	had	previously	been	in	a	stable	
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relationship	with	his	partner	whom	he	lived	with,	with	their	son.	However,	this	simply	enabled	
him	 to	 continue	 using	 substances.	 The	 important	 difference	 between	 John	 and	 Andrew’s	
experience	was	that	John,	at	the	time,	had	not	reached	a	stage	where	he’d	had	enough	of	his	
drug	use	and	 lifestyle,	he	was	still	enjoying	the	effects	of	drugs	and	 its	associated	 lifestyle.	
Whereas	Andrew,	as	he	explained,	felt	that	he	did	not	have	anything	to	live	for	and	had	given	
up	on	his	life	until	he	met	someone	who	showed	him	what	life	could	be	like,	what	he	could	










for	 them	wanting	 to	address	 their	 substance	use	as	 this	will	not	sustain	behaviour	change.	
When	 someone	 is	 using	 substances,	 and	 experience	 the	 ending	 of	 a	 relationship	 or	 goes	
through	 a	 difficult	 time,	 it	 is	 very	 likely	 that,	 as	 a	 coping	 mechanism	 to	 deal	 with	 these,	
substance	use	will	be	the	first	result	or	side	effect.	A	common	reason	for	this	in	my	experience	
is	 that	 service	users	have	not	 learnt	other	 coping	 strategies	 to	deal	with	emotions	or	with	
sometimes.	A	mentioned	previously,	 service	users	often	start	using	substances	as	a	way	of	
numbing	their	emotions	and	avoiding	reality.	It	is	likely	that	if	someone	stops	their	substance	















There	was	 a	 sense	 of	 desperation	 in	 Harry’s	 voice	 in	 this	 account,	 despite	 being	 stable	 in	
treatment	at	the	time	of	the	interview,	there	was	a	sense	of	fear	that	he	could	return	to	this	




have	 a	 devastating	 impact	 on	 them.	 Despite	 being	 motivated	 and	 desperate	 to	 change,	
substance	 use	 appears	 to	 force	 them	 to	 sustain	 behaviours	 that	 they	 don’t	 like	 seeing	 in	
themselves.	 As	 such,	 they	 hide	 away	 their	 shame,	 their	 fears	 and	 themselves	 through	
sustained	 drug	 use	 by	 numbing	 their	 emotions.	 However,	 through	 increased	 competence	
gained	 from	 treatment	 (coerced	or	not),	participants	explained	how	 they	 learnt	 from	 their	
experiences	and	increased	their	self-confidence	to	continue	with	their	treatment	and	recovery	
as	opposed	to	giving	in	to	their	fears.		
Self-determination	 theory	 identifies	 competence	 as	 an	 important	 aspect	 of	 treatment	 to	
encourage	 and	 sustain	 engagement	 in	 treatment	 (Ryan	 et	 al,	 2008).	 It	 addressed	 the	
importance	 of	 service	 users’	 developing	 and	 having	 the	 confidence	 and	 competence	 to	
change.	Participants	in	this	research	talked	at	length	about	the	difficulties	they	faced	but	also	
about	the	skills	they	learnt	through	treatment	to	enable	them	to	overcome	these	and	sustain	
their	 recovery.	 Despite	 this	 being	 a	 lengthy	 process,	 participants	 described	 how	 increased	
competence	continued	to	enable	them	through	their	recovery.	







with	additional	skills	 to	build	 these	 foundations	of	 recovery;	 the	more	times	they	accessed	
treatment	(coerced	or	not),	or	spent	in	treatment,	the	stronger	their	foundations	became	and	
they	were	 consequently	 able	 to	 sustain	 abstinence.	 In	my	 experience,	 service	 users	 often	
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access	treatment,	engage	for	a	little	while	until	they	feel	that	they	have	learnt	enough	to	be	
able	 to	 sustain	 abstinence	 on	 their	 own	 and	 leave	 treatment.	 However,	 as	 they	 have	 not	
completed	treatment	and	failed	to	learn	and	gain	all	the	skills	needed	to	effectively	reintegrate	
into	society	and	sustain	abstinence,	they	relapse	and	eventually	come	back	into	treatment.	
This	 was	 Harry’s	 experience	 over	 the	 years.	 He	 recalled	 several	 occasions	 when	 he	 was	
engaging	in	psychosocial	interventions	and	prescribed	opiate	substitute	medication	and	how	
this	made	 him	 feel	 better	 and	 think	more	 clearly.	 Thus,	 he	wanted	 to	 rapidly	 detox	 from	
prescribed	opiate	substitute	medication	and	finish	treatment.	However,	on	each	occasion,	he	
relapsed	shortly	after	and	eventually	 returned	to	 treatment	a	 few	months	 later.	During	his	
interview,	 he	 could	 reflect	 on	 his	 previous	 experiences	 and	 recognise	 the	 importance	 of	
psychosocial	interventions	alongside	opiate	substitute	medication.		




















similar	 obstacle	 in	 the	 future,	 they	will	 have	 the	 skills	 and	 knowledge	 to	make	 a	 different	
choice.	These	mistakes	can	however,	be	experienced	by	individuals	as	failure	which	could	lead	










confidence	 to	 successfully	 address	 his	 substance	 use.	 He	 described	 however,	 how	 drug	
treatment	in	prison	enabled	him	to	increase	his	competence:	


















and	 losing	 everything	 they	 had	 gained	 through	 treatment.	 By	 developing	 confidence	 and	
competence	 through	 treatment,	 participants	 identified	 that	 challenges	 and	 fears	 became	
easier	 to	deal	with	and	consequently	enabled	 them	 to	develop	 skills	 to	effectively	address	
concerns	 to	 sustain	 engagement	 in	 treatment	 which	 is	 congruent	 with	 self-determination	
theory	(Ryan	et	al,	2008).	This	would	suggest	that	an	important	aspect	of	effective	treatment	
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is	 to	 provide	 service	 users	 with	 the	 skills	 and	 knowledge	 to	 increase	 competence	 and	
confidence	to	change.	The	next	super-ordinate	theme	will	explore	some	of	the	importance	of	









reached	 abstinence	 (i.e.	 from	 prescribed	 medication)	 and	 were	 still	 engaged	 in	 tier	 3	




In	 their	 research	 on	 partnership	 working	 and	 access	 to	 drug	 treatment,	 Best,	 Beswick,	
Hodgkins	and	 Idle	 found	that	effective	retention	was	“linked	to	the	extent	to	which	clients	
actively	 ‘buy-in’	or	engage	 in	 the	 therapeutic	process”	 (2010,	p.367).	Through	participants’	





that,	 to	 sustain	 change,	 individuals	 need	 to	 personally	 endorse	 the	 importance	 of	 positive	
behaviour	change	and	value	them.	These	were	elements	that	participants	similarly	described	
in	their	experience	of	change.		As	identified	in	previous	themes,	being	‘ready’	was	an	important	
aspect	 that	 all	 participants	 identified	 as	 key	 in	 accessing	 treatment.	We	 explored	 what	 it	
means	to	have	had	enough	of	substance	using	lifestyle,	the	fears	and	challenges	that	service	
user	experience	and	identified	that	need	for	an	individual	to	be	ready	to	make	changes	to	their	
lifestyles,	 for	 one	 reason	 or	 another.	 Participants	 recalled	 how	 they	 had	 developed	 an	
awareness	of	the	impact	their	drug	use	had	on	their	behaviour	and	life	and	started	to	actively	
seek	support	and	treatment	to	change	for	the	better.	





















as	 they	were	not	motivated	 to	 change	when	 they	accepted	a	DRR,	 they	did	not	engage	 in	
treatment	 and	 did	 not	 make	 any	 changes	 to	 their	 behaviour.	 John	 and	 Steve	 reported	
accepting	 treatment	 for	 what	 transpired	 to	 not	 be	 the	 right	 reasons	 which	 led	 to	 them	
adopting	positive	behaviours	to	gain	praise	from	others	and	to	avoid	punishment	but	resulted	















strength	 based	 assessments	 became	 increasingly	 popular,	 holding	 recovery	 capital	 as	 an	
important	element	in	guiding	individuals’	values	and	beliefs	which	would	suggest	that,	for	the	




All	 participants	 were	 very	 clear	 that,	 to	 make	 changes	 to	 their	 lifestyles	 and	 stop	 using	




through	 their	 recovery,	not	 all	 had	 reached	abstinence	and	all	were	 still	 engaged	 in	Tier	3	
treatment	 (NTA,	 2006).	 Despite	 displaying	 motivation,	 it	 is	 possible	 that	 at	 the	 time	 of	
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Most	 participants	 thought	 they	 had	 previously	 been	 ready	 to	 address	 their	 substance	 use	
when	they	accepted	coerced	treatment.	However,	through	treatment,	time	and	experience,	
they	were	 able	 to	 reflect	 and	 articulate	what	went	wrong	 and	 recognised	 that	 they	were	





















my	hostel,	 got	 to	 spend	4	nights	 there,	3	nights…well,	 no	3	nights,	3	days	with	my	




focus	 group	 analysis,	 treatment	 enables	 participants	 to	 rebuild	 their	 lives	 which	 plays	 an	
important	role	in	building	one’s	recovery	capital	(Best	&	Laudet,	2010).	The	fear	of	losing	the	
stability	they	had	gained	played	a	very	important	role	in	keeping	participants	in	this	research	




















As	 a	 substance	misuse	 practitioner,	 if	 an	 individual	 has	 unstable	 accommodation,	 our	 first	






been	 occasions	 however	 when	 either	 individuals,	 or	 their	 solicitor,	 informed	 the	 judge	 /	
magistrates	that	they	had	found	stable	accommodation	which	led	to	the	order	being	granted.	
Unfortunately,	the	majority	of	the	time,	this	was	not	true	and	led	to	individuals	breaching	their	
orders	 as	 they	 weren’t	 able	 to	 comply	 with	 their	 requirements,	 and	 being	 sentenced	 to	
imprisonment.	 It	 is	 therefore	 imperative	 for	 drug	 using	 offenders	 to	 have	 access	 to	 stable	
accommodation	in	order	to	initiate,	let	alone	sustain,	positive	behaviour	change.	
In	 addition	 to	 stability	 in	 relation	 to	housing,	Harry	 identified	 stability	 in	 keyworkers	 as	 an	
important	 factor	 in	his	 sustained	engagement	 in	 treatment,	or	a	cause	 for	previous	 lack	of	
engagement.	 He	 discussed	 the	 impact	 regular	 changes	 in	 keyworkers	 had	 on	 his	 ability	 to	






I	 always	make	 sure	 that	 I	 bear	 in	mind	 the	 impact	 inconsistency	and	 changes	 can	have	on	




that	are	being	presented	 to	 them.	Change	management	often	concentrates	on	staff	and	 is	
taught	to	line	managers.	However,	there	are	benefits	to	practitioners	understanding	change	
management	 to	 enable	 them	 to	 support	 service	 users	 through	 these.	 As	 described	 by	









pressure	 from	 friends	and	 family	appears	 to	 reduce	 readiness	 to	change	and	consequently	
positive	treatment	outcomes.	The	differences	between	our	findings	may	be	due	to	participants	
in	 this	 research	 not	 experiencing	 pressures	 from	 their	 families	 or	 partners	 but	 rather	
developing	autonomous	motivation	 to	 sustain	 these	positive	 relationships.	 Participants	did	
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much	to	 family	as	 I	do	to	close	 friends	who	are	also	 in	 recovery,	past	criminality	or	






encourage	 each	 other	 by	 reminding	 one	 another	 of	 their	 values	 and	 the	 reasons	 they	 are	
engaging	 in	 treatment.	 I	 previously	 reflected	 on	 the	 importance	 of	 reviewing	 values	 and	
reasons	for	individuals’	engagement	in	treatment	on	a	regular	basis	which	this	theme	further	





identified	 that	 building	 a	 strong	 social	 network	was	 another	 source	 of	 support	when	 their	













without	 fear	of	being	 judged.	As	 identified	 in	the	second	theme,	 fear	of	 judgement	was	an	
important	factor	which	hindered	their	ability	to	access	treatment.		
Participants	 also	 identified	 their	 relationship	 with	 keyworkers	 an	 important	 aspect	 in	
sustaining	recovery.	Having	a	keyworker	who	will	have	a	non-judgemental	approach	and	who	































For	 the	participants	 in	 this	 research,	drug	 treatment	and	coercive	 treatment	needed	 to	be	
conducive	to	an	environment	where	they	were	comfortable,	with	people	they	could	trust	and	
share	 their	 experiences	 and	 struggles,	 without	 being	 judged.	 Congruent	 with	 Self-
Determination	Theory	(Deci	et	al,	2000),	the	notions	of	autonomy,	stability	and	relatedness	
















prescribing	 should	 not	 be	 allowed	 to	 be	 sustained	 over	 a	 long	 period	 of	 time	 but	 rather	
reduced	 from	 the	 outset	 over	 a	 limited	 period.	 As	 we	 have	 seen	 through	 participants’	
experiences,	 becoming	 drug	 free	 is	 not	 the	 difficult	 part	 of	 recovery,	 sustaining	 self-
determination	and	not	reverting	to	old	behaviours	is	the	most	challenging	aspect.	Through	a	
rapid	 detoxification	 programme,	 John	 felt	 that	 individuals	would	 take	 their	 recovery	more	
seriously	and	make	less	excuses	to	revert	to	old	behaviours	or	sustain	illicit	substance	use	on	
top	 of	 their	 prescribed	medication.	 He	 also	 explained	 that	 community	 treatment	 was	 not	
conducive	 to	 change	 and	 felt	 that	 treatment	 in	 prison	would	 provide	 individuals	 with	 the	
environment	 and	 stability	 needed	 to	 elicit	 positive	 change.	 He	 suggested	 longer	 custodial	
sentences	for	offences	such	as	shoplifting	which	are	most	often	linked	to	substance	misuse.	
His	reasoning	was	to	enable	individuals	to	have	enough	time	to	make	changes	and	learn	from	
treatment.	 However,	 in	 my	 experience,	 although	 prison	 programmes	 can	 be	 effective	 in	
eliciting	change	and	support	individuals	to	reach	and	sustain	their	recovery,	once	released,	it	
is	very	difficult	for	them	to	sustain	their	recovery.	As	drugs	workers,	we	often	see	service	users	
going	 through	 detoxification	 programmes	 whilst	 in	 prison	 and	 sustaining	 abstinence	
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Chapter	4:	Conclusion	









effectiveness	 of	 coercion.	 My	 experience	 in	 the	 field	 and	 the	 use	 of	 Interpretative	









social	 factors	 greatly	 impact	 on	 their	 self-confidence	 and	 ability	 to	 access	 and	 engage	 in	
treatment.	 Motivation	 alone	 was	 not	 seen	 to	 be	 sufficient	 in	 supporting	 service	 users	 to	
engage	in	treatment.	Treatment	services	must	create	an	environment	which	is	conducive	to	




Borough	of	Hackney,	 to	 avoid	prison	was	 the	most	 common	 feature	amongst	participants.	
However,	this	did	not	necessarily	entail	that	they	were	not	ready	for	treatment.	Participants	
described	the	impact	of	their	substance	use	on	their	lives	which	eventually	led	them	to	positive	
behaviour	 change,	 having	 developed	 goals	 and	 aspirations	 for	 a	 better	 future.	 Some	
participants	however,	acknowledged	that	in	the	past,	they	had	accepted	coerced	treatment	
to	continue	their	drug	using	behaviour	which	was	congruent	with	Longshore	&	Teruya’s	(2006)	

















Framework	 (Department	 of	 Health,	 2013b)	 which	 is	 becoming	 an	 important	 aspect	 of	
substance	misuse	management,	 coerced	 treatment	 had	 a	 positive	 impact	 on	 participants’	





them	 from	 accessing	 treatment.	 Fear	 of	 failure,	 low	 self	 confidence	 and	 self-esteem	were	
identified	as	 important	 traits	which	prevented	 them	from	accessing	 treatment	and	seeking	
support.	However,	they	explained	how	accessing	coerced	treatment	supported	them	to	put	
these	 feelings	 aside	 and	 successfully	 engage	 in	 treatment.	 Whether	 this	 was	 through	
controlled	 or	 autonomous	motivation,	 participants	 identified	 how	 treatment	 subsequently	
enabled	 them	 to	 address	 these	 fears	 and	 challenges	 and	 no	 longer	 be	 guided	 by	 them.		
Participants	 also	 identified	 how	 developing	 hopes	 and	 aspirations	 of	 a	 better	 life	 for	
themselves	and	looked	towards	a	future	where	they	could	be	free	from	substances	supported	
them	to	sustain	engagement	in	treatment.	This	resulted	from	having	had	enough	of	the	impact	
of	 their	 substance	use	on	 their	 lives	or	developed	 through	 treatment	which	 led	 to	positive	
behaviour	 change.	 Participants	 reported	 that	 access	 to	 treatment	 provided	 them	with	 the	
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ability	 to	 gain	 and	 sustain	 stable	 accommodation	which	 played	 an	 important	 part	 in	 their	
sustained	engagement	in	treatment,	in	line	with	their	aspirations	for	their	future.		
The	third	aim	of	this	research	was	to	explore	service	users’	views	of	what	makes	treatment	
effective.	 Primarily,	 participants	 in	 this	 research	 reported	 that	 coerced	 treatment	 enabled	
them	to	learn	skills	to	make	changes	and	increased	their	motivation	to	change	which	led	to	
abstinence.	 This	 research	 found	 that,	 even	 if	 individuals	 are	 not	 ready	 to	 address	 their	
substance	use	or	stop	using,	access	to	treatment	will	provide	them	with	skills	that	they	will	




and	 crime	 control	 as	 it	 provides	 access	 to	 harm	 reduction	 and	 relapse	 prevention	
interventions,	which	increases	motivation	and	in	effect	 improves	health,	reduces	crime	and	
enables	change.	Other	factors	which	were	identified	to	contribute	to	sustained	engagement	













research.	 In	 this	 setting,	 imprisonment	 was	 not	 a	 deterrent	 as	 it	 became	 apparent	 that	
substance	use	could	be	sustained	in	prison	with	the	added	benefit	of	being	fed	and	having	a	
roof	 over	 their	 head	 which	 elicits	 an	 element	 of	 choice	 as	 opposed	 to	 feeling	 forced.	
Furthermore,	participants	did	not	experience	any	threats	or	pressures	from	criminal	 justice	
agencies	such	as	probation,	the	courts	and	the	police,	to	engage	in	treatment	and	played	a	
minimal	 role	on	 their	motivation	 to	engage	and	 remain	 in	 treatment.	Some	 individuals	did	
report	being	unwilling	to	address	their	substance	use	and	expressed	concerns	regarding	the	





informed	 decision	 enabled	 them	 to	 either	 decline	 treatment	 if	 they	 wished,	 or	 accept	
treatment	 if	 their	 motivation	 was	 to	 sustain	 their	 substance	 use.	 This	 can	 assist	 us	 in	
understanding	 individuals’	 feeling	 of	 choice	 and	 motivation	 to	 accept	 treatment.	 We	 can	
deduce	that,	within	this	research	setting,	participants	did	not	experience	any	threat	and	were	
not	forced	to	engage	in	treatment	as	individuals	reported	being	willing	and	making	informed	
choices	 to	 engage	 or	 decline	 treatment.	 These	 findings	 would	 therefore	 suggest	 that	
participants	 are	 likely	 candidates	 to	 accept	 drug	 treatment	 as	 opposed	 to	 imprisonment,	
therefore	complying	with	the	government’s	aim	to	steer	drug	using	offenders	into	treatment.	
With	 regards	 to	 implications	 for	 practice	 this	 research	 found	 self-determination	 theory	 to	
provide	an	important	foundation	to	our	understating	of	individuals’	motivation	to	engage	in	
treatment	 and	 therefore	 increase	 the	 effectiveness	 of	 coerced	 treatment.	 Motivational	
Interviewing	 (MI)	 has	 been	 a	 preferred	 treatment	 programme	 within	 substance	 misuse	
services	 (Miller	 &	 Rollnick,	 2002)	 and	 future	 research	 may	 benefit	 from	 exploring	 SDT	
alongside	MI	as	effective	treatment	programmes.	This	 research	highlights	 that	 relatedness,	






are	 the	 foundation	 of	 SDT,	 enable	 us	 to	 further	 support	 individuals	 to	 access,	 engage	 and	
successfully	 complete	 treatment.	 This	 research	 shows	 that,	 regardless	 of	 why	 individuals	
access	treatment	 following	a	referral	 from	criminal	 justice	agencies,	 those	who	were	ready	
and	 motivated	 made	 positive	 changes.	 This	 highlights	 the	 need	 for	 treatment	 services	 to	
explore	 incorporating	 SDT	 to	 their	 programmes	 where	 competence,	 relatedness	 and	
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The	 final	 aim	 of	 this	 research	 was	 to	 achieve	 the	 above	 through	 the	 lens	 of	 IPA	 and	 the	
researcher’s	experience	in	the	drugs	field.	My	experience	and	knowledge	of	the	field	provided	
invaluable	 support	 during	 the	 semi-structured	 interviews	 a	 means	 of	 further	 exploring	




when	 they	 access	 services	 played	 a	 vital	 role	 in	my	 ability	 to	 analyse	 their	 data	 and	 truly	
explore	 what	 it	 means	 to	 be	 coerced	 into	 treatment.	 Being	 able	 to	 draw	 on	 previous	
interactions	and	discussions	I	have	had	with	service	users	through	my	career	also	enabled	me	
to	 further	 understand	 their	 experiences	 and	 further	 explore	 pertinent	 issues	 of	 coercion	
without	 having	 to	 gain	 clarification	 or	 make	 assumptions	 relating	 to	 their	 experiences,	
treatment	processes	and	programmes	available	in	the	setting.	











our	 interpretation	 of	 coercion	 and	 some	 of	 the	 nuances	 in	 its	 application,	 giving	 further	





findings	 would	 encourage	 a	 robust	 assessment	 process.	 Firstly,	 it	 would	 recommend	 a	
comprehensive	assessment	of	individuals’	motivation	to	identify	their	readiness	to	change.	For	
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may	 comply	 with	 the	 requirements	 of	 their	 bail	 conditions	 through	 the	 bail	 period	 but	
disengage	thereafter.	As	we	have	seen,	individuals	do	not	perceive	any	pressures	from	criminal	
justice	agencies	 such	as	probation	once	 sentenced.	However,	pre-sentence,	 they	are	more	
likely	to	engage	in	drug	treatment,	even	for	short	period	of	time,	to	minimise	disruption	to	




using	 offenders	 would	 then	 benefit	 from	 effective	 treatment	 where	 sustained	 recovery	 is	




With	 regards	 to	 offending	 behaviour,	 findings	 from	 this	 research	would	 suggest	 that	 drug	
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Recommendations	for	Future	Research	
This	 research	 has	 brought	 some	 interesting	 findings	 regarding	 drug	 users	 in	 the	 London	
Borough	 of	 Hackney.	 Future	 research	 would	 benefit	 from	 an	 in-depth	 exploration	 of	










treatment,	 recovery	 is	 a	 long	 process	 whereby	 abstinence	 is	 not	 necessarily	 sustained	
throughout.	 A	 longitudinal	 study	would	 provide	 an	 understanding	 around	 how	motivation	
changes	through	treatment.	It	would	also	enable	us	to	identify	factors	linked	to	relapse	post-
treatment	and	insight	into	how	recovery	can	be	maximised	by	treatment	services.		
Closer	 evaluation	 and	 description	 of	 programmes	 for	 individuals	 who	 access	 treatment	
through	criminal	justice	routes	would	also	be	of	benefit.	As	Fiorentine	and	colleagues	(1999)	
found,	 the	 quality	 and	 characteristics	 of	 treatment	 itself	 are	 the	 strongest	 predictors	 for	
retaining	and	helping	drug	users.	Addressing	the	effectiveness	of	Self-Determination	Theory	
on	 successful	 treatment	 outcomes	 would	 be	 of	 interest	 to	 further	 guide	 our	 delivery	 of	
successful	 treatment	 programmes	 considering	 the	 Public	 Health	 Outcomes	 Framework	
(Department	 of	Health,	 2013b).	When	 addressing	 the	 impact	 of	 coercion	 and	 assessing	 its	
effectiveness	in	tackling	substance	misuse,	it	would	therefore	be	invaluable	for	treatment	to	
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an	 opportunity	 to	 access	 treatment	 which	 will	 provide	 them	 with	 the	 competence	 to	
effectively	 address	 those	 challenges.	 However,	 if	 an	 individual	 is	 not	 open	 to	 change,	 it	 is	
unlikely	that	coerced	treatment	will	be	accepted	or	commenced.	An	individual’s	motivation	
alone	 is	 not	 sufficient	 to	 effectively	 address	 substance	misuse,	 treatment	 services	 need	 to	
promote	competence,	autonomy,	stability	and	relatedness	to	support	them	in	addressing	their	
substance	use,	maintain	engagement	 in	treatment	and	successfully	work	towards	recovery.	
The	 2010	 drug	 strategy	 took	 an	 effective	 step	 in	 addressing	 the	 heterogenous	 nature	 of	
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FOCUS GROUP INFORMATION SHEET  
 
 
Title: Experiencing Coercion in drug treatment:  
A Qualitative Study 
 
REC Ref No:  12/13:17 
 
I would like to invite you to take part in my research study. Before you decide, I would 
like you to understand why the research is being done and what it involves for you. 
Please remember that it is entirely up to you to decide if you want to take part in this 
study. Feel free to speak to me or your key worker if there is anything that is not clear. 
This study is to find out people’s experiences of coercion, which is defined here as: 
persuading (an unwilling person) to do something by using force or threats. In this 
research, this will be relating to legal pressures from the criminal justice system such 
as courts, police and probation. 
What is the study about? 
I am asking people who are / have been service users of Hackney drug treatment services 
if they would like to take part in a study to find out about people’s experiences of 
coercion in drug treatment and the impact this has had on their recovery. 
Why is this study being done? 
Before you decide if you want to take part in this study, I would like to let you know 
why I am doing this research and what your part in it will be. You can ask me questions 
or talk about it with other people before you make your decision. 
I am currently doing a Professional Doctorate in Criminal Justice through the University 
of Portsmouth. As part of this qualification I am doing a study to identify service users’ 
experiences of coercion. I would like to find out your views of what is helpful, and what 
is not. I cannot promise that taking part in this study will help you personally, but I hope 
that it will get other people in the future to receive better treatment.  
If I do take part, what will I have to do and who else will be involved? 
I will be asking people to take part in a group discussion (called a “focus group”). This 
will last for about one hour with up to 9 other participants. I will be asking the group 
questions about experiences of services over the years and what has worked in getting 
people motivated and engaged in drug treatment. I will tape record the questions and 
answers which only I and someone who will transcribe this will have access to. 
Once the focus group has been recorded and other interviews have been completed, I 
will draw some conclusions about how people experience coercion, what works well 
and what can be improved in the delivery of drug treatment through criminal justice 
routes. The conclusions will be written up and shared with people but without anyone 
being able to recognise who took part. The findings may also be published in books or 
journals that professionals read. Your will not be identified by name and I will not 
present the findings in any way that you can be personally identified. 
 
If I am interested in taking part what should I do? 
People who are involved with the Service User Council through Hackney Drug and 
Alcohol Action Team (DAAT) are being told about the study by Marilyn McKenzie 
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information with you. Some WDP Hackney service users may also be asked to take part 
and will discuss this with their key workers. 
You are under no obligation to take part and you cannot be required to do so.  
Participation is purely voluntary. 
You will be notified of the time and place of the focus group. Taking part means that 
you will meet with me and other people taking part in the group. I will then make sure 
that you are clear about the aims of the research and if you are still happy to participate, 
I will give you a consent form to sign.  I will then ask the group a number of questions 
and the discussion will be recorded.  
You don’t have to take part and, if you say “yes” now,  you can change your 
mind or leave the focus group at any time.  
 
What will happen to the tape and the written record? 
The tape will then be typed out by a secretary to review. Your name will not appear on 
the transcript.  At the end of the study, your tape will be destroyed and the written 
records will be kept safely in line with the Data Protection Act. 
It is possible that some of the data collected may also be looked at by authorised people 
from my university to check that the study is being carried out correctly. All will have 
a duty of confidentiality to you as a research participant and we will do our best to meet 
this duty.  
Who is the researcher? 
My name is Marie Tiquet, I am the service manager for WDP Harrow; I have substantial 
experience in delivering drug treatment programmes and have been studying criminal 
justice for over 6 years.  
 
What else do I need to know? 
This study is being overseen by the Institute of Criminal Justice Studies at the University 
of Portsmouth and complies with the requirements of University codes of ethical 
practice. 
Following the focus group, you may be asked to participate in interviews which will 
look further into personal experiences of coercion and drug treatment. If you would like 
to be considered for these, I will give you an information sheet. 
Contact Details 
If you would like to find out more information about the research or your data, please 
contact me: Marie Tiquet  Mob: 07966595726  email: 
marie_tiquet@hotmail.com 
 
If you have concerns/questions about the research you would like to discuss with 
someone at the University, please contact: 
Aaron Pycroft  – Institute of Criminal Justice Studies, University of 
Portsmouth  Tel: 023 9284 3933 email: Aaron.Pycroft@port.ac.uk 
 
Thank you for taking the time to read this information sheet. Please feel free to 
ask any questions 
INTERVIEW INFORMATION SHEET  
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Title: Experiencing Coercion in drug treatment:  
A Qualitative Study 
 
REC Ref No:  12/13:17 
 
I would like to invite you to take part in my research study. Before you decide, I would 
like you to understand why the research is being done and what it involves for you. 
Please remember that it is entirely up to you to decide if you want to take part in this 
study. Feel free to speak to me or your key worker if there is anything that is not clear. 
This study is to find out people’s experiences of coercion, which is defined here as: 
persuading (an unwilling person) to do something by using force or threats. In this 
research, this will be relating to legal pressures from the criminal justice system such 
as courts, police and probation. 
What is the study about? 
I am asking people who are / have been service users of Hackney drug treatment services 
if they would like to take part in a study to find out about people’s experiences of 
coercion in drug treatment and the impact this has had on their recovery.  
A focus group has already been done as part of this research, which you may have 
participated in. These interviews will draw on some of the information gathered during 
the focus group and further expand on any coercion you may have experienced. 
Why is this study being done? 
Before you decide if you want to take part in this study, I would like to let you know 
why I am doing this research and what your part in it will be. You can ask me questions 
or talk about it with other people before you make your decision. 
I am currently doing a Professional Doctorate in Criminal Justice through the University 
of Portsmouth. As part of this qualification I am doing a study to identify service users’ 
experiences of coercion. I want to find out your views of what is helpful, and what is 
not. I cannot promise that taking part in this study will help you personally, but I hope 
that it will get other people in the future to receive better treatment.  
If I do take part, what will I have to do and who else will be involved? 
I am asking up to 10 people to take part in one-to-one interviews. Interviews will last 
for about one hour and will be audio recorded to help me analyse your answers once all 
interviews have been completed. I will be asking questions about any experiences of 
coercion over the years and your views around what you feel has worked in getting you 
motivated to engage in drug treatment.  
 
Once the interview has been recorded and other interviews have been completed, I will 
draw some conclusions about how people experience coercion, what works well and 
what can be improved in the delivery of drug treatment through criminal justice routes. 
The conclusions will be written up and shared with people but without anyone being 
able to recognise who took part. The findings may also be published in books or journals 
that professionals read. Your will not be identified by name and I will not present the 
findings in any way that you can be personally identified. 
If I am interested in taking part what should I do? 
If you decide that would like to take part in this study, I will go through some 
information with you and arrange a suitable time, place and date for us to do the 
interviews. You are fee to discuss taking part in this research with your key worker if 
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interviews and participation will not be discussed with any professionals involved in 
your care. 
You are under no obligation to take part and you cannot be required to do so.  
Participation is purely voluntary. 
 
I will then make sure that you are clear about the aims of the research and if you are still 
happy to participate, I will give you a consent form to sign.    
You don’t have to take part and if you say “yes” now, you can change your 
mind or leave the interview at any time.  
 
What will happen to the tape and the written record? 
Once the interview has been done, the tape will then be typed out by a secretary to 
review. Your name will not appear on the transcript.  At the end of the study your tape 
will be destroyed and the written records will be kept safely in line with the Data 
Protection Act. 
It is possible that some of the data collected may also be looked at by authorised 
people from my university to check that the study is being carried out correctly. All 
will have a duty of confidentiality to you as a research participant and we will do our 
best to meet this duty.  
Who is the researcher? 
My name is Marie Tiquet, I am the service manager for WDP Harrow; I have substantial 
experience in delivering drug treatment programmes and have been studying criminal 
justice for over 6 years.  
What else do I need to know? 
This study is being overseen by the Institute of Criminal Justice Studies at the University 




If you would like to find out more information about the research or your data, please 
contact me: 
Marie Tiquet  Mob: 07966595726  email: marie_tiquet@hotmail.com 
 
If you have concerns/questions about the research you would like to discuss with 
someone at the University, please contact: 
Aaron Pycroft  – Institute of Criminal Justice Studies, University of 
Portsmouth  Tel: 023 9284 3933 email: Aaron.Pycroft@port.ac.uk 
 
Thank you for taking the time to read this information sheet. 
Please feel free to ask any questions 

















Name	of	Researcher:	Marie	Tiquet	 	 	 	 	 		Please	initial	box		
	
1. I confirm that I have read and understood the information sheet for the 
above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily.  
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason. I understand, however, 
that the answers I may have already provided could still be used in the 
research. 
 
3. I understand that data collected during the study may be looked at by 
individuals from the University of Portsmouth or from regulatory 
authorities. I give permission for these individuals to have access to my 
data. 
4. I understand that I will be audio recorded during the focus group and give 
consent for this information to be used as stated in the information sheet. 
 
5. I agree to take part in the above study.  
 
6. I am happy to be contacted for possible participation in interviews after 
the focus group (please provide contact number: 
……………………………) 
 
Name of participant:       Date: 
Signature: ......................................................................................... 






















Name	of	Researcher:	Marie	Tiquet	 	 	 	 					 	 					Please	
initial	box		
	
1. I confirm that I have read and understood the information sheet for the 
above study. I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily.  
 
2. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason.  
 
3. I understand that data collected during the study, may be looked at by 
individuals from the University of Portsmouth or from regulatory 
authorities. I give permission for these individuals to have access to my 
data. 
	
4. I agree to be audio recorded during the interview and for this information 
to be used as stated in the information sheet. 
 
5. I agree to take part in the above study.  
 
Name of participant:       Date: 
Signature: ......................................................................................... 
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